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A total of 989 318 births were registered in South Africa in 2017, which indicated a 
2.1% increase from the 969 415 birth registrations in 2016, most of which were as a 
result of unplanned pregnancies. South African women with low levels of education 
have a higher prevalence of unplanned pregnancies. The World Health Organization 
defines family planning as allowing individuals to foresee and accomplish their 
desired number of children and decide on the spacing and timing of their births. 
Postpartum family planning is important as it reduces the risks of unplanned 
pregnancies and risks associated with closely spaced pregnancies, including 
preterm delivery, low birth weight and maternal and child mortality. The South 
African Department of Health provides family planning free of charge as part of a 
broader sexual and reproductive health package. The researcher, working in a 
postnatal ward at a maternity and obstetric unit, observed that the correct steps are 
not implemented in providing women with the correct information regarding family 
planning methods, just before they are discharged from the hospital. As a result, 
many women become pregnant within six months after giving birth. A need therefore 
arose to determine the factors influencing women’s failure to comply with postpartum 
family planning method available. 
 
The research question was: What are the factors influencing women’s failure to 
comply with postpartum family planning method available?  
 
The aim of the study was to determine what factors influence a woman’s choice of 
postpartum family planning method in midwife obstetric units in Gauteng. The 
research design and method for the study was quantitative, non-experimental, 
descriptive and contextual in nature. A survey method using a questionnaire as a 
data collection tool was used. The sample consisted of all the mothers post-delivery, 
older than 18, who consented to participate in the research. Descriptive statistics 
were used to organise the data and give meaning to the research findings. Validity 
and reliability were adhered to throughout the data analysis process and a 
statistician of the university was consulted in the development of the questionnaire. 
The following ethical principles were adhered to throughout the research: informed 
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consent, autonomy, non-maleficence, beneficence, justice, privacy, anonymity and 
confidentiality.  
The response rate was 95.5%. The majority of respondents fell into the 26-35 years 
age group. Most respondents had 1-2 children. More than half of respondents were 
single and not planning to fall pregnant again. The majority of respondents stated 
they used some kind of family planning method before the time of the survey. The 
most common form of family planning adopted by postpartum women in this study 
was injectables. The three most important factors affecting postpartum women’s 
choice of family planning were: information received from midwives, access and 
barriers to postpartum family planning as well as partner involvement. A regular 
supply of family planning methods is recommended to ensure compliance with family 
planning. This may also assist women in choosing their preferred method from the 
start, rather than having to use what is available at the time.  
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ORIENTATION TO THE STUDY 
 
1.1  BACKGROUND 
 
In 2017, a total of 989 318 births were registered in South Africa, reflecting a 2.1% 
increase from the 969 415 birth registrations in 2016 (Statistics South Africa, 2018); 
many of which were a result of unplanned pregnancies. Unplanned pregnancies 
have been attributed to poor family planning (Department of Health, 2012:3). In 
South Africa, women with low educational status have a high prevalence of 
unplanned pregnancies (Haffejee, O’Connor, Govender, Reddy, Sibiya, Ghuman, 
Ngxongo & Borg, 2018:79), yet the South African Department of Health provides 
family planning free of charge as part of a broader sexual and reproductive health 
package (Department of Health, 2012). As a result, all women in South Africa have 
free access to family planning.  
 
The World Health Organization (WHO) defines ‘family planning’ as a method that 
allows individuals to foresee and accomplish their desired number of children and 
the spacing and timing of their births (Shaw, 2010:1). Moreover, the Royal College of 
Obstetricians & Gynaecologists’ Report (2015:1) states that worldwide, nine out of 
ten women wanted to avoid pregnancy for at least two years after giving birth, but 
one in seven were not using family planning. The reason for these women not using 
family planning was not stated.  
 
The postpartum period can be described as a unique time in a woman’s reproductive 
life as it provides her with the opportunity to adjust from a focus on pregnancy to 
preventative care (Department of Health, 2012:10). This allows the woman time to 
consider her own health and reproductive goals, which includes family planning 
(Department of Health, 2012:10). The postpartum period is also a time when 
significant efforts can be made by healthcare workers to help women recognise and 
establish their reproductive goals, including determining how many children they 
want to have and when (Department of Health, 2012:10). Family planning may also 
assist women in choosing a family planning method appropriate for them, with the 
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aim of increasing birth spacing and decreasing unwanted pregnancies (Henderson, 
Stumbras, Casley, Haider, Rankin & Handler, 2016:S133). After giving birth, all 
women are offered family planning in the postnatal unit, just before being discharged 
from the hospital. Those who had a normal vaginal delivery in the relevant Midwife 
Obstetric Units (MOUs) under study, were discharged six hours after birth provided 
there were no complications, while those who had a caesarean section delivery were 
discharged two days after birth. 
 
Postpartum family planning is crucial as it assists in reducing the risks resulting from 
closely spaced pregnancies, including preterm delivery, low birth weight and 
maternal and child mortality (World Health Organization, 2013:2). However, some 
medical conditions are a contraindication to certain types of contraceptives, 
according to the National Contraception Clinical Guidelines (Department of Health, 
2012:66). For example, for women suffering from hypertension, methods containing 
oestrogen are not recommended as oestrogen increases the risk of complications 
such as heart attacks and stroke. In these instances, progesterone-only 
contraceptives are recommended. Receiving adequate information from healthcare 
workers regarding different family planning methods is therefore a pre-requisite for a 
woman making an informed decision on which family planning method to choose 
(Department of Health, 2012:8). 
 
Studies have revealed that in most west African countries, births are spaced by use 
of prolonged postpartum abstinence, although this method is unreliable since it is 
difficult to maintain, especially when the marriage is monogamous (Sunnu & 
Adatara, 2016:2). A study conducted by Crede, Hoke, Constant, Green, Moodley 
and Harries (2012:8) proposed that in South Africa, future efforts must focus on 
increasing women’s knowledge about safe, effective and long-acting family planning 
options, thereby preparing them to make fully informed choices.  
 
1.2  PROBLEM STATEMENT 
 
The National Contraception and Fertility Planning Policy and Service Delivery 
Guidelines (Department of Health, 2012:15) suggest that although the majority of 
women in South Africa know about family planning, most have limited knowledge of 
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the range of family planning methods available. Knowledge of the different family 
planning methods is necessary for women to make an informed decision about 
which method to use. It is, therefore, important to know whether women have 
adequate knowledge of the different family planning methods available to them 
(Sunnu & Adatara, 2016:7). 
 
A woman’s choice of contraceptive method depends on the woman’s reproductive 
career. This includes a determination of how many children she wants to have, which 
contraceptive method to use when her family is complete, contraindications to the 
preferred method, and selection of the most appropriate alternative contraceptive 
method (Department of Health, 2012:17). The researcher works as a professional 
nurse in one of the MOUs’ postnatal unit, and observed that the correct steps in 
providing women with accurate information regarding family planning methods are 
not implemented when patients are offered family planning postpartum, just before 
being discharged from the MOU. In the postnatal ward, only injectable 
contraceptives and condoms are offered to all women. Women are advised that if 
they want to change the family planning method, they need to do so at the local clinic 
during their follow-up appointment. Women who had a normal, uncomplicated 
delivery are discharged six hours after the delivery. Many women return to the MOU 
pregnant, sometimes as soon as six months after giving birth to their previous baby. 
A need therefore arose to determine the factors influencing women’s failure to 
comply with postpartum family planning method available. 
 
The researcher therefore asked the question: What are the factors influencing 
women’s failure to comply with postpartum family planning method available in 
Midwife Obstetric Units (MOU) in Gauteng?  
 
1.3  RESEARCH PURPOSE AND OBJECTIVES 
 
The purpose of the study was to identify the factors influencing a woman’s choice of 
postpartum family planning method in MOUs in Gauteng. Based on these findings, 
recommendations were developed for nurses to facilitate appropriate interventions 




The objectives of the study were: 
 
• To identify the factors influencing women’s failure to comply with postpartum 
family planning method available. 
• To make recommendations for the nurses to facilitate appropriate interventions for 
postpartum women regarding their choices of postpartum family planning. 
 
1.4  DEFINITION OF KEY CONCEPTS 
 
For the purpose of this study, the following concepts are defined: 
 
1.4.1  Factors  
 
Factors refer to something that helps to bring about a result (Delahunty, 2016:218). 
Factors, in this study, refer to all the things that influence the choice of family 
planning method postpartum. 
 
1.4.2  Influencing 
 
Influencing refers to the power to affect other people or things (Delahunty, 
2016:313). In this study, influencing refers to the way in which different factors affect 
women’s choice of family planning method postpartum. 
 
1.4.3  Postpartum 
 
The postpartum period starts one hour after delivery of the placenta and lasts for six 
weeks post-delivery (World Health Organization, 2014:7). Postpartum, in this study, 
refers to the period from one hour post-delivery up to discharge from the postpartum 
unit of the relevant MOUs.  
 
1.4.4  Choice 
 
Choice refers to the opportunity to choose between things or options (Delahunty, 
2016:105). In this study, choice refers to the act of being able to make an informed 
decision on different family planning methods available. 
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1.4.5  Family planning methods  
 
Family planning methods mean methods used in the prevention of unintended and 
closely spaced pregnancies (Maternal and Child Survival Program, 2013:2). In this 
study, family planning methods refer to all contraceptive methods made available by 
the South African Department of Health, free of charge, for the prevention of 
unwanted pregnancies. 
 
1.4.6  Midwife obstetric units  
 
MOUs refer to a stand-alone, 24-hour comprehensive healthcare service with an 
obstetric unit run by midwives (Department of Health, 2015:20). The MOUs in this 
study refer to the units where the women give birth and receive postpartum family 
planning before being discharged from the unit. 
 
1.5  RESEARCH DESIGN AND METHODOLOGY 
1.5.1  Research design  
 
Polit and Beck (2017:56) define the research design as the overall plan for obtaining 
answers to the research question. A quantitative, non-experimental, descriptive and 
contextual research design was used in this study. The study is contextual as it was 
only conducted in three MOUs in Gauteng. Chapter 3 provides an extensive 
description of the research design. 
 
1.5.2  Population and sample 
 
A population is defined by Polit and Beck (2017:249) as all the elements in which the 
researcher is interested. The accessible population was all women who delivered in 
MOUs in Gauteng. A non-probability, convenience sampling method was used in the 
study as women who were already in the postnatal unit were approached to 
participate in the study. Non-probability sampling is a sampling method where not 
every element of the population has an opportunity to be selected for a study sample 
(Gray, Grove & Sutherland, 2020:263). Convenience sampling is when subjects are 
included in the study merely because they happen to be in the right place at the right 
6 
 
time, which is why it is also referred to accidental sampling (Gray et al., 2020:264). 
The sample size was 235 women, as determined using the web calculation sample 
size calculator and the assistance of a statistician (Good Calculators, 2020:n.p.). All 
willing respondents who declared their ability to read and comprehend English as the 
researcher was unable to speak other languages used in the community; had an 
opportunity to complete the survey if they complied with inclusion criteria. Chapter 3 
provides an extensive description of the population and sampling method employed 
in this study. 
 
The inclusion criteria were: 
• Women aged 18 years or older. 
• Women who were admitted in the relevant MOUs and in the postpartum period, 
about to be discharged. 
• Women who gave consent to complete the questionnaire. 
 
The exclusion criteria were: 
• Women who declared an inability to read and comprehend English.  
• Women who were younger than 18 years old. 
 
1.5.3  Research methodology 
 
The methodology is a blueprint of the methods applied in the study (Gray et al., 
2020:204). Survey methodology describes a data collection technique where the 
researcher uses a self-report questionnaire (Gray et al., 2020:224). This method was 
undertaken in this study as the researcher gathered information using a self-report 
questionnaire, and the same information was collected from all respondents. 
 
1.5.3.1  Data collection procedure 
 
Data collection is the process of acquiring subjects and collecting information for a 
study where the actual steps of collecting the data are specific to each study and 
depend on the research design and measurement techniques (Gray et al., 
2020:310). A self-report questionnaire (Annexure B) was used in this study to 
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determine the factors influencing a woman’s choice of postpartum family planning 
method in MOUs in Gauteng. Since no studies of this nature have previously been 
conducted, no current, valid or reliable self-report questionnaire could be found to 
use in this study. The researcher therefore needed to develop a questionnaire based 
on current, available literature.  
 
Developing a questionnaire requires that all variables be measured (Gray et al., 
2020:310) and the assistance of a qualified statistician from the University of 
Johannesburg was therefore required. The questionnaire was in multiple-choice 
format. The participating women were asked to sign a letter of informed consent after 
the researcher explained the information letter and consent form (Annexure A). The 
midwives responsible for discharges for the day were asked to help with the 
distribution and collection of the informed consent forms and the distribution of the 
questionnaires. The respondents were asked to complete the questionnaire 
answering the questions by choosing one of the relevant answers indicated. The 
self-report questionnaire was in English, therefore, although a majority of women 
delivering in Gauteng speak IsiZulu, those willing to participate had to be able to 
read and comprehend English. If the respondent did not understand a question, the 
researcher was there to offer an explanation. No identifying information was asked of 
respondents in the self-report questionnaire to ensure their anonymity. After 
completion of the questionnaire, a sealed box with an opening was placed in the 
postpartum ward where respondents returned their completed questionnaires to 
ensure confidentiality. The data collection procedure is explained in detail in Chapter 
3. 
 
1.5.3.2  Pilot study 
 
A pilot study was conducted to test the reliability of the self-report questionnaire. The 
results were ultimately used to refine and improve the questionnaire. It took the 
respondents approximately 20 minutes to complete the self-report questionnaire. 
 




Data analysis reduces, organises, and gives meaning to the data (Gray et al., 
2020:47). All gathered data were captured on an Excel spreadsheet. IBM SPSS 
(version 25, IBM Corporation, New York, USA) was used for data analysis. A 
statistician was consulted for the final analysis of the data, and the data were 
presented as descriptive statistics using tables and figures. More details on data 
analysis included in Chapter 3. 
 
1.6  VALIDITY AND RELIABILITY 
 
Validity and reliability indicate how well an instrument measures the variables it was 
designed to measure (Polit & Beck, 2017:309). Validity consists of content validity, 
face validity, construct validity, internal validity and external validity. Chapter 3 
provides extensive details on validity and reliability as well as application to the 
study. 
 
1.6.1  Validity 
 
The validity of an instrument is a determination of how well the instrument reflects 
the abstract concept being examined (Polit & Beck, 2017:309). 
 
1.6.1.1  Content validity  
 
Content validity examines the extent to which the self-report questionnaire includes 
all the major elements relevant to the construct being measured (Polit & Beck, 
2017:310). All the constructs measured in the questionnaire were presented in detail 
in the literature study (Chapter 2). Content validity was vital for this research since a 
self-report questionnaire was used for data collection (Taherdoost, 2016:30). The 
validity of the self-report questionnaire was tested during the pilot study.  
 
1.6.1.2  Face validity  
 
Face validity reflects whether the self-report questionnaire appears to be measuring 
the target construct (Polit & Beck, 2017:310). The self-report questionnaire contained 
questions on all the variables it ought to measure which, in this case, were factors 
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influencing women’s choice of postpartum family planning method in MOUs in 
Gauteng (Taherdoost, 2016:29). During the pilot study, participants were asked to 
rate the self-report questionnaire in terms of whether it was clear or not, and if not to 
give comments on what was unclear and how it can be addressed. Based on these 
comments, the researcher, together with the supervisors and statistician, adapted 
the self-report questionnaire as needed. In this manner, the researcher ensured that 
the self-report questionnaire was easily readable and readily understood.  
1.6.1.3  Construct validity  
 
Construct validity examines the similarity between the conceptual and operational 
definitions of variables in a study (Gray et al., 2020:227). To ensure construct 
validity, the questionnaire was evaluated by the statistician of the University of 
Johannesburg to ensure whether the questionnaire really measures factors 
influencing women’s choice of postpartum family planning. 
 
1.6.1.4  Internal validity  
 
Internal validity is the extent to which the findings of the research study are a true 
reflection of reality rather than the result of extraneous variables (Gray et al., 
2020:226). To minimise selection bias, the researcher adhered to the inclusion and 
exclusion criteria outlined earlier under the population. 
 
1.6.1.5  External validity  
 
External validity is the extent to which study findings can be generalised to other 
populations beyond the sample used in the study (Gray et al., 2020:228). This 
study’s design was descriptive and contextual in nature, with less emphasis on 
generalisation. 
 
1.6.2  Reliability  
 
Reliability is concerned with the consistency of the self-report questionnaire (Gray et 
al., 2020:227). Grove, Gray and Burns (2015:289) state that the three aspects of 
reliability include stability, equivalence and homogeneity. The study therefore 
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includes the results of stability, equivalence and homogeneity from this study itself, 
as well as from previous studies conducted on the phenomenon.  
 
1.7  ETHICAL CONSIDERATIONS 
 
Permission to conduct the research was obtained after submitting the research 
proposal to the Research Ethics Committee (REC) (Annexure D) and the Higher 
Degrees Committee (HDC) (Annexure E) at the University of Johannesburg, the 
Department of Nursing Science, and the relevant MOUs in Gauteng. Upon approval 
from the REC (Annexure D) and HDC (Annexure E), further permission was obtained 
from the Gauteng Department of Health (Annexure F) and relevant MOUs. The 
following ethical principles were adhered to: informed consent, autonomy, non-
maleficence, beneficence, justice, privacy, anonymity and confidentiality. Ethical 
considerations are discussed in detail in Chapter 3. 
 
1.7.1 Informed consent 
 
Informed consent entails a process of adequate information sharing with participants 
about the research study (Polit & Beck, 2017:143). Those willing to participate in this 
study were given detailed information about the study in laymen terms and in a 
language understood by them by providing them with an information letter (Annexure 
A). An opportunity was given to address any queries raised by prospective 
respondents for them to provide informed voluntary consent.  
 
1.7.2  Autonomy 
 
People should be treated as autonomous agents who have the freedom to conduct 
their lives as they choose, without external controls (Gray et al., 2020:101). The 
respondents were free to withdraw from the study at any time without any negative 
consequences, and this aspect was explained to the respondents during the 
discussion of the informed consent letter (Annexure A). However, once the self-
report questionnaire (Annexure B) was submitted, it could not be withdrawn because 




1.7.3  Non-maleficence 
 
Non-maleficence refers to not doing any harm (Ingham-Broomfield, 2017:42). The 
researcher did not foresee any harm towards the respondents as a result of this 
research. Information obtained was not used in any malicious manner. The 
information was only shared between the researcher, supervisors of the study, and 
the statistician. The names of the respondents were not mentioned in the study 
because the questionnaires were anonymously completed.  
 
1.7.4  Beneficence  
 
Beneficence refers to doing what is good (Ingham-Broomfield, 2017:42). This study 
offered the respondents an opportunity to indicate factors influencing their 
postpartum choice of family planning method and will add to the existing body of 
knowledge; however, there was no direct benefit to the respondents. 
 
1.7.5  Justice 
 
According to this principle, people must be treated fairly (Polit & Beck, 2017:141). All 
respondents were treated fairly and in a just manner. They were also treated equally 
without prejudice or favour of the other. All the respondents who met the inclusion 
criteria had an opportunity to indicate if they wanted to participate. Participating in 
the study did not inflict any evil or harm to the respondents. The researcher took note 
of any difficulties that may have been experienced by the respondents and 
addressed them with respect and dignity.  
 
1.7.6  Privacy  
 
Privacy is the freedom people have to determine the terms and general conditions 
under which their private information will be shared with or withheld from others 
(Gray et al., 2020:105). In this study, respondents’ anonymised information was 
stored on a password-protected device to ensure their privacy. 
 




Anonymity exists when participants’ identity cannot be linked, even by the 
researcher, with their individual responses (Gray et al., 2020:107). Confidentiality is 
the researcher’s safe management of information or data shared by participants to 
ensure that the data is kept private (Gray et al., 2020:107). No names were required 
on the questionnaire. After completion of the self-report questionnaires, respondents 
were asked to put the questionnaires in a sealed box with an opening at the top to 
ensure their anonymity and confidentiality. The information was only shared between 
the researcher, supervisors of the study, and the statistician.  
 
1.8  POSSIBLE OUTCOME OF THE STUDY 
 
The most likely outcome of the research would be that the researcher may obtain an 
enhanced understanding of the factors influencing women’s postpartum choice of 
family planning methods, and use this understanding to make recommendations to 
improve the information given to postpartum women by midwives, therefore allowing 
those women to make an informed choice. 
 
1.9  CHAPTER LAYOUT 
 
The study is presented as follows: 
 
Chapter 1: Orientation to the study  
An introduction and background to the study are provided, along with the problem 
statement and the research question. An overview of the purpose and objectives is 
stated, and the research design and methods are briefly discussed. Ethical 
considerations that were adhered to throughout this study are also presented. 
 
Chapter 2: Literature review 
Literature relating to postpartum family planning methods and factors influencing 
women’s choice of postpartum family planning methods are discussed. The methods 
of family planning available in South Africa are presented, along with partner 




Chapter 3: Research design and methods 
The research design and methods that were applied in this study are described in 
detail. Data collection and analysis are also discussed. 
 
Chapter 4: Results of the study and discussion of the results 
The researcher deals with the results of the analysis of the quantitative data. The 
discussion includes a descriptive analysis, tables and graphs. 
 
Chapter 5: Justifications, limitations and recommendations 
The researcher provides an overview of the study, conclusions, limitations and 
recommendations.  
 
1.10  CONCLUSION 
 
In this chapter, an introduction to the study was given. A brief overview of all the 
aspects covered in this study was also provided. An in-depth literature review is 























2.1  INTRODUCTION 
 
In Chapter 1, an overview of the study was presented and included the introduction 
of the research design and methodology. Chapter 2 presents the literature relating to 
postpartum family planning methods, as well as factors that influence a woman’s 
choice of postpartum family planning methods. The literature search included an 




• family planning methods; and 
• factors influencing the choice of family planning methods. 
 
2.2  HISTORICAL BACKGROUND OF FAMILY PLANNING  
 
Family planning services in South Africa began in the 1930s and intended to provide 
white, poor, married women with birth control methods and advice (KwaZulu-Natal 
Department of Health, 2012:5). From around the end of the 1930s, the birth rate of 
the white population started to decrease, while the birth rate among the non-white 
population was increasing (KwaZulu-Natal Department of Health, 2012:5). This 
increase caused mounting fear among the white community of being swamped by 
large numbers of black people (KwaZulu-Natal Department of Health, 2012:6). In the 
late 1960s, the national family planning programme was launched by the South 
African government (KwaZulu-Natal Department of Health, 2012:6).  
 
Starting in the 1970s, the national government offered free contraceptives and family 
planning counselling to all residents of white areas of the country (Norling, 2015:1). 
Family planning services were only offered infrequently in the homelands (Norling, 
2015:1). The political rationale for family planning now became birth control for 
blacks in an attempt to reduce the non-white population growth rate (KwaZulu-Natal 
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Department of Health, 2012:6). Indeed, by the beginning of the 1970s, African 
women in white areas gave birth less frequently than African women in homelands 
(Norling, 2015:2).  
 
In 1974, the national family planning programme was formally established (KwaZulu-
Natal Department of Health, 2012:6). Free family planning services were made 
available and offered to all racial groups, but services to black women were kept 
apart from services to white women (KwaZulu-Natal Department of Health, 2012:6). 
The main goal of the family planning programme was to improve women’s health 
through birth spacing (KwaZulu-Natal Department of Health, 2012:6).  
 
In the late 1980s and early 1990s, family planning services were integrated into 
primary health care (PHC) services (KwaZulu-Natal Department of Health, 2012:6). 
In the early 1990s, about 2 000 pharmacists were trained on a voluntary basis to 
dispense oral contraception as part of a Department of Health’s initiative to increase 
access to oral contraceptives (KwaZulu-Natal Department of Health, 2012:7). 
Between 1987 and 1989, contraceptive use among black women of reproductive age 
was 50.4% (KwaZulu-Natal Department of Health, 2012:9). In 2003, the 
Demographic and Health Survey found a contraceptive prevalence of 64.7%, 
indicating an increase in contraceptive use from the 1980s (Chersich, Wabiri, Risher, 
Shisana, Celentano, Rehle, Evans & Rees, 2017:307). The increasing prevalence 
indicates that women were using family planning methods they understood and 
methods which were working for them.  
 
Family planning becomes more critical postpartum, now that two lives are involved; 
that of the mother and child. It is therefore essential to discuss the importance of 
family planning postpartum. 
 
2.3  THE IMPORTANCE OF POSTPARTUM FAMILY PLANNING 
 
The first 12 months following childbirth is a period when a subsequent conception 
holds the greatest risk for both mother and baby (Hounton, Winfrey, Barros & Askew, 
2015:2). The WHO recommends at least a 24-month interval between the 
completion of one pregnancy and subsequent conception (James, Toombs & 
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Brodribb, 2018:241). Several benefits have been attributed to the early initiation of 
family planning in the postpartum period (Rutanemwa & Kabagenyi, 2018:2). 
According to Rutanemwa and Kabagenyi (2018:2), a study of postpartum ovulation 
and menstruation found that ovulation occurred prior to menstruation in 20% of 
women who bottle-fed their babies, and in 45% of breastfeeding mothers. It is 
therefore better to initiate family planning immediately after childbirth. Immediate 
initiation of family planning after delivery can prevent more than 30% of maternal 
deaths and 10% of child deaths if pregnancies are spaced more than two years apart 
(Hounton et al., 2015:2). Family planning is an effective way of preventing 
unintended pregnancies as it will allow women to plan their pregnancies and not 
have to worry about getting pregnant when they are not ready to do so (Department 
of Health, 2012:12).  
 
Family planning is beneficial in that it reduces the risk of miscarriage, low neonatal 
birth weight, maternal deaths, neonatal death, preterm birth, anaemia, and 
premature rupture of membranes (Hounton et al., 2015:2). Family planning also 
assists in reducing the overall costs of service delivery for the health institutions, 
which could help free up much-needed resources to be used in other developmental 
programmes, or potentially assist in ensuring that existing intervention programmes 
can be delivered at a higher level of quality (McGee, Chola, Tugenhaft, Mubaiwa, 
Moran, McKerrow, Kamugisha & Hofman, 2016:12). The early initiation of 
postpartum family planning also enables women to have a more fulfilled life as they 
have the opportunity to pursue goals that they might otherwise have been unable to 
pursue (Rutanemwa & Kabagenyi, 2018:2).  
 
The prevalence of postpartum family planning varies from country to country. 
According to Rutanemwa and Kabagenyi (2018:2), the uptake of postpartum family 
planning remains low in eastern Africa, and very little is known about how pregnant 
women arrive at their decisions to adopt postpartum family planning. The 
contraceptive prevalence rate for sexually active women of reproductive age (15-49 
years) in South Africa is 65%, according to 2003 Demographic and Health Survey 
(Marlow, Maman, Moodley & Curtis, 2014:176). There is also a wide range of family 
planning methods available and utilised in South Africa, and each is discussed in 




2.4  FAMILY PLANNING METHODS AVAILABLE IN SOUTH AFRICA 
 
There are several family planning methods that can be used by postpartum women, 
and initiation can even be immediately after birth (Department of Health, 2012:10). 
Some methods are recommended for all women, while others depend on the feeding 
option chosen by the women for the newborn (Department of Health, 2012:10). Most 
women generally prefer a family planning method and contraceptive they perceive is 
best for them, and one that has worked for them in the past, or has been seen it 
work for others (Department of Health, 2012:10). Women who are familiar and happy 
with a previous method often prefer the same method postpartum as they may not 
be prepared to experiment with other family planning methods (Potgieter, Kapp & 
Coetzee, 2018:177). In a study by James et al. (2018:243), a majority of women 
wanted family planning in the postpartum period mainly for child spacing. Timely 
access to postpartum family planning is essential to ensure self-determination over 
birth spacing and family size preferences (James et al., 2018:245). According to 
Marlow et al. (2014:177), researchers in other settings have found that when women 
are given a choice of family planning method, they are more likely to continue with 
the method they used prior to getting pregnant. Family planning methods are offered 
free of charge in all local clinics and hospitals of South Africa, and these methods 
include the barrier methods (condoms), hormonal contraceptives (injectables, tablets 
and subdermal implants), intrauterine contraception device, voluntary sterilisation, 
emergency contraceptives, and other methods. 
 
2.4.1  Barrier methods (Condoms) 
 
Both male and female condoms are available for free in South Africa (Department of 
Health, 2012:43). Male condoms are coverings usually made of thin latex rubber that 
fit over a man’s erected penis (WHO, 2018:247). Female condoms are sheaths or 
linings made of thin, transparent and soft latex film with flexible rings at both ends 
(closed and open ends) that fit loosely inside a woman’s vagina (WHO, 2018:261). 
Condoms form a barrier that prevents sperm from entering into the vagina, thus 
preventing pregnancy (WHO, 2018:247). Condoms also prevent the spread of 
sexually transmitted infections (STIs) from partner to partner (WHO, 2018:247). 
18 
 
Some condoms come coated with spermicides (sperm killing substances), usually 
nonoxynol-9 (WHO, 2018:271). Spermicides work by breaking the sperm cell 
membrane, killing them or slowing their movement (WHO, 2018:271). For all women, 
condoms (male and/or female) can be used immediately after birth (WHO, 
2018:248). Condoms can be effective in the prevention of pregnancy when used 
correctly and consistently (Department of Health, 2012:43). With incorrect use of 
condoms, such as condoms slipping off or breaking, a chance of pregnancy or 
infection may occur (WHO, 2018:248).  
 
Barrier methods also offer some protection against cervical cancer (Nolte, Marshall & 
Raynor 2016:709). Condoms have no effect on breastfeeding and also have no 
systemic side effects (Department of Health, 2012:43). They should, however, not be 
used with oil-based lubricants or vaginal or rectal creams as these may damage the 
latex of the condom (Department of Health, 2012:43). Moreover, with condom use, 
there is an immediate return to fertility; if the condom is not used during the woman’s 
ovulation period, she can potentially become pregnant (Department of Health, 
2012:43). Male condoms are available, free of charge, at primary, secondary and 
tertiary level of healthcare service delivery in South Africa, while female condoms are 
available at selected public health facilities (Nolte et al., 2016:709). 
 
2.4.2  Hormonal contraception 
 
Hormonal contraception is discussed with regard to combined oral contraceptives 
(COCs), progesterone-only contraceptives (pills and injections), and subdermal 
implants. 
 
2.4.2.1  Combined Oral Contraceptive pills (COCs) 
 
Combined oral contraceptives (COCs) are pills that contain low doses of two 
hormones, namely progesterone and oestrogen (WHO, 2018:1). COCs prevent 
ovulation, thus preventing conception from taking place (Nolte et al., 2016:700). 
There are 28 pills per pack, where seven pills are a different colour and do not 
contain hormones (WHO, 2018:16). The woman is required to take one pill every day 
until the pack is empty (WHO, 2018:16). COCs are very effective in the prevention of 
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pregnancy if taken every day at the same time, with no interruption in taking the pills 
(Department of Health, 2012:17). COCs, if taken over the long-term, also offer 
protection against ovarian and endometrial cancers (Nolte et al., 2016:702). Oral 
contraceptive pills, however, do not protect against STIs and HIV (WHO, 2018:2). 
COCs can be initiated at any time, as long as it is reasonably certain that the woman 
is not pregnant (Department of Health, 2012:18). For women breastfeeding after 
childbirth, COCs can be initiated after the woman stops breastfeeding or at six 
weeks post-delivery, provided it is reasonably certain that conception has not taken 
place yet (Department of Health, 2012:18) since COCs reduce breast milk supply; 
particularly if breastfeeding is not well established (Nolte et al., 2016:704). If the 
woman is not breastfeeding, COCs can be initiated three weeks post-delivery when 
there are no additional risk factors for thromboembolism (Department of Health, 
2012:18). With COCs, fertility usually returns without delay (Nolte et al., 2016:704). 
COCs are available at the primary, secondary and tertiary level of healthcare service 
delivery in South Africa (Department of Health, 2012:18). 
 
2.4.2.2  Progesterone-only contraceptives 
 
Progesterone-only contraceptives include both pills and injectables. The 
Progesterone-Only contraceptive Pills (POPs) contain very low doses of 
progestogen and no oestrogen at all (WHO, 2018:29). POPs are slightly less 
effective in the prevention of conception compared to the COCs due to the lower 
dosage of progestogen (Nolte et al., 2016:705). POPs work by thickening cervical 
mucus, which blocks sperm from meeting an egg and disrupts the menstrual cycle 
and ovulation (WHO, 2018:29). POPs are appropriate for breastfeeding women and 
are safe for most women to use but are not preventative of STIs and HIV 
(Department of Health, 2012:25). POPs may be initiated at any time, breastfeeding 
or not, provided it is certain that the woman is not pregnant (Department of Health, 
2012:25). POPs are available at primary, secondary and tertiary level of healthcare 
service delivery in South Africa, and fertility also usually returns without delay 
(Department of Health, 2012:25). 
 
Progesterone-only injectables contain a progestin, similar to the natural hormone 
progesterone in a woman’s body, and no oestrogen (WHO, 2018:65). Progesterone-
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only injectables work primarily by preventing ovulation (WHO, 2018:66) and can be 
used throughout breastfeeding, ideally starting six weeks post-delivery; however, 
they can be injected just before discharge (WHO, 2018:65). Progesterone-only 
injectables are also available at primary, secondary and tertiary level of healthcare 
service delivery in South Africa (Department of Health, 2012:28). These injections 
are a highly effective method suitable for most women due to their high effectiveness 
level and easy compliance (Department of Health, 2012:28). When using 
progesterone-only injectables, women should comply with the follow-up dates given 
for repeat injections (Department of Health, 2012:28). Progesterone-only injectables 
are also not preventative of STIs and HIV (WHO, 2018:66). With progesterone-only 
injectables, there is usually an average delay of about four to six months for fertility 
to return (Department of Health, 2012:28). 
 
2.4.2.3  Subdermal implants 
 
Subdermal implants are small plastic rods placed under the skin on the inside of a 
woman’s upper arm during a minor surgical procedure. The implant then releases a 
progestin-like hormone into the woman’s body, while containing no oestrogen (WHO 
2018:131). Progestogen subdermal implants are highly effective and safe in the 
prevention of conception (Department of Health, 2012:32) and work primarily by 
thickening the cervical mucosa and preventing ovulation (WHO, 2018:132).  
 
There are two kinds of subdermal implants available globally (WHO, 2018:131). One 
consists of single rods containing etonorgestrel (Implanon NXT) and can be used for 
three years (Department of Health, 2012:32). The other type contains two rods of 
levonorgestrel (Jadelle and Sino-plant) and can be used for five and four years, 
respectively (Department of Health, 2012:32). The Implanon NXT is the only 
subdermal implant currently available in South Africa. Since subdermal implants 
such as the Implanon NXT contain no oestrogen, they are suitable for most women, 
including those who are breastfeeding (Department of Health, 2012:32). The 
subdermal implant can be inserted immediately post-delivery by a trained healthcare 
provider (Department of Health, 2012:32), but they also do not prevent STIs and HIV 
(WHO, 2018:132). With the use of the Implanon NXT, fertility usually returns without 
delay once the subdermal implant is removed (Department of Health, 2012:32). The 
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Implanon NXT is available at selected public health facilities in South Africa 
(Department of Health, 2012:32). 
2.4.3  Copper-bearing Intrauterine Contraception Device (Cu IUD) 
 
A Copper-bearing Intrauterine Device (Cu IUD) is a small, flexible plastic frame with 
copper sleeves or wire around it, inserted by a trained healthcare provider into a 
woman’s uterus through her vagina and cervix (WHO, 2018:155). The Cu IUD works 
by causing a chemical change that damages both the sperm and the egg before they 
can meet (WHO, 2018:155). The Cu IUD is highly effective in the prevention of 
conception, has no effect on breastfeeding, and is thus safe for use in breastfeeding 
women (Department of Health, 2012:34). The most widely used Cu IUD is the CuT 
380A, which has copper bands around the arms and copper wire around the stem of 
the device (Department of Health, 2012:34). Cu IUDs are fitted into the uterus by a 
trained healthcare provider using an aseptic technique, leaving the device strings 
hanging through the cervix into the vagina (WHO, 2018:155). The Cu IUD are 
generally inserted four to six weeks post-delivery, however it can also be inserted 
immediately up to forty-eight hours post-delivery (Department of Health, 2012:35). 
The Cu IUD can also be inserted following a caesarean section delivery (Department 
of Health, 2012:35), but not preventative of STIs and HIV (WHO, 2018:156). Upon 
removal of the Cu IUD, the return of fertility is usually immediate (WHO, 2018:156). 
The Cu IUDs are currently available in selected health facilities in South Africa, and 
the South African Department of Health is prioritising the availability of and training 
on the Cu IUD at all primary, secondary and tertiary level healthcare services in 
South Africa (Department of Health, 2012:37). During insertion of the Cu IUD, there 
can be perforation of the uterine wall by the IUD or the instrument used for insertion, 
but this usually heals without treatment (WHO, 2018:156). In case the woman 
becomes pregnant with the Cu IUD in place, miscarriage, preterm birth, or infection 
may result (WHO, 2018:156). The woman is given a post-insertion follow-up date of 
between four to six weeks to determine if she is satisfied with the device and not 
experiencing any problems (WHO, 2018:170). 
 




Tubal ligation is a permanent family planning method for women and men who do 
not want more children (Department of Health, 2012:51). In women, the fallopian 
tubes are cut and tied while in men a vasectomy can be performed, which involves 
the closing of both vas deferens to prevent sperm from mixing with ejaculate fluid 
(Department of Health, 2012:49, 51). In female sterilisation, eggs released from the 
ovaries cannot move down the fallopian tubes and meet with the sperm since the 
tubes are cut and tied (WHO, 2018:211). Female sterilisation can be performed 
directly after caesarean section provided that consent was given prior to the 
procedure (Department of Health, 2012:51). Alternatively, the procedure can be 
performed up to seven days post-delivery (Department of Health, 2012:51). The 
procedure can also be delayed for up to six weeks post-delivery and can be 
performed if it is reasonably certain that the woman is not pregnant (Department of 
Health 2012:51). Thorough counselling prior to the procedure is essential as the 
woman or man may experience regret later (Nolte et al., 2016:716). Female 
sterilisation does not affect breastfeeding and have no side effects compared to 
hormonal contraceptives (Department of Health, 2012:49). The return of fertility is 
unlikely, unless the tubes are reconnected, and success is not guaranteed 
(Department of Health, 2012:49).  
 
Male sterilisation is generally safer and somewhat more effective than female 
sterilisation (Department of Health, 2012:51). Male sterilisation can be done anytime 
with the man’s consent (Department of Health, 2012:52). The procedure is 
permanent and infertility is guaranteed unless the vas deferens is reconnected, and 
success is not guaranteed (WHO, 2018:232). There are limited facilities that offer 
vasectomies in South African healthcare facilities (Department of Health, 2012:53). 
 
2.4.5  Emergency contraception 
 
Emergency contraception is the use of a contraceptive method following an episode 
of unprotected sexual intercourse before conception is established (Department of 
Health, 2012:38). Emergency contraceptives work by preventing or delaying 
ovulation (WHO, 2018:49). Emergency contraceptives are not regarded as a normal 
family planning method because it will not prevent a woman falling pregnant from 
acts of sexual intercourse more than 24 hours after taking an emergency 
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contraceptive (WHO, 2018:51). It is therefore recommended to stay protected from 
pregnancy by using another family planning method (WHO, 2018:51). Emergency 
contraception is included in the current study because it can be an option to prevent 
pregnancy for those women prevented from using any long-term family planning 
method (WHO, 2018:52). Emergency contraception also enables a woman to avoid 
pregnancy if sexual intercourse was forced, in case of sexual assault (WHO, 
2018:52).  
 
There are two types of safe and effective emergency contraceptive methods 
currently available in South Africa. The first is a hormonal emergency contraceptive 
pill taken within five days of unprotected intercourse, named levonorgestrel 
(Department of Health, 2012:38). The second is a Cu IUD that is inserted within five 
days of unprotected intercourse (Department of Health, 2012:39). Both the 
emergency contraceptive pills and emergency Cu IUD are not preventative of STIs 
and HIV (Department of Health, 2012:39). After the use of emergency contraceptive 
pills, there is usually an immediate return to fertility (Department of Health, 2012:39). 
Emergency contraceptive pills are available without a prescription in all South African 
pharmacies and selected primary health clinics (Department of Health, 2012:41). 
The emergency Cu IUD is not often used since it is more invasive and there is a lack 
of trained and experienced service providers able to perform the insertion of the Cu 
IUD (Department of Health, 2012:43). 
 
2.4.6  Other methods 
 
These methods include: Fertility Awareness-Based methods (FAB), Lactational 
Amenorrhoea Method (LAM), abstinence, withdrawal method and traditional 
methods, and are all discussed in detail. These contraceptive methods do not form 
part of the modern family planning methods, where drugs are involved; however, 
they are utilised by couples prevented from using any modern family planning 
methods. They require counselling and commitment from both men and women for 
them to be effective.  
 




Fertility Awareness-Based (FAB) methods are based on the identification of naturally 
occurring signs and symptoms of the fertile and infertile phases of the menstrual 
cycle and abstinence or condom use during the fertile phase to prevent conception 
(Department of Health, 2012:53). In South Africa, the most frequently used FAB 
methods are the Billings ovulation method and the sympto-thermal method 
(Department of Health, 2012:53). The Billings ovulation method is based on the 
identification of changes in the woman’s cervical mucus to identify the fertile and 
infertile phases (Department of Health, 2012:54). The sympto-thermal method 
combines cervical mucus changes with temperature monitoring and other indications 
of fertility, such as monitoring the texture, position and opening of the cervical os 
(Department of Health, 2012:54). FAB methods are highly effective when both 
partners are motivated to abstain consistently or use condoms during the fertile 
phase of each cycle (Department of Health, 2012:53). Women who are interested in 
FAB methods are usually referred for counselling with trained FAB educators linked 
with the Fertility Master Association of South Africa (FERMASA), or couples are 
referred to the Couple League (CCL) that specialises in these methods (Department 
of Health, 2012:55). 
 
2.4.6.2  Lactational Amenorrhoea Method (LAM) 
 
The Lactational Amenorrhea Method (LAM) is a temporary method of family planning 
that can be used by exclusively breastfeeding women only (Department of Health, 
2012:55). Frequent breastfeeding temporarily prevents the release of the natural 
hormones that cause ovulation, thus preventing pregnancy (WHO, 2018:310). LAM 
is very effective if the following three criteria are met: the woman is amenorrhoeic 
(menstruation has not resumed), the woman is exclusively breastfeeding and does 
not give supplementary feeds, and the baby is less than six months old (Department 
of Health, 2012:55). LAM encourages breastfeeding, which has benefits for both 
mother and baby (WHO, 2018:310). A woman can start LAM immediately after 
childbirth or at any time during the first six months, provided she has been 
exclusively breastfeeding since birth and menstruation has not yet returned 
(Department of Health, 2012:56). Once any one of the three LAM criteria is not met, 
there is usually an immediate return to fertility (Department of Health, 2012:55). LAM 
is not actively promoted due to the tendency of early weaning and mixed feeding in 
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South Africa (Department of Health, 2012:56). LAM is also not preventative against 
HIV and STIs (WHO, 2018:310).  
 
2.4.6.3  Abstinence 
 
Abstinence refers to the avoidance of sexual intercourse, which is the most effective 
way to prevent conception (Department of Health, 2012:56). There are many other 
forms of sexual expression during sexual abstinence, such as hugging, kissing, body 
rubbing and masturbation (Department of Health, 2012:56). For abstinence to be 
successful, the following requirements must be met: high motivation, good self-
control, assertiveness, positive self-esteem, shared values between partners, 
information on risk-free alternatives to sexual intercourse, commitment, and partner 
communication and cooperation (Department of Health, 2012:56). Only counselling 
is necessary for the initiation of abstinence (Department of Health, 2012:57). 
 
2.4.6.4  Withdrawal method 
 
The withdrawal method requires the removal of the penis from the vagina and away 
from the external genitalia prior to ejaculation and ejaculating outside the vagina 
(Department of Health, 2012:57). The withdrawal method prevents sperm from 
entering the female genitalia (WHO, 2018:307). By using the withdrawal method as a 
form of family planning, fertility is not affected (WHO, 2018:307). Using the 
withdrawal method requires the woman to be informed that the method can be used 
at any time, yet partner cooperation and commitment is vital (Department of Health, 
2012:58); there is a high risk of pregnancy when the man does not withdraw his 
penis from the vagina before he ejaculates (WHO, 2018:307). The withdrawal 
method is therefore less effective in pregnancy prevention and is also not 
preventative against HIV and STIs (WHO, 2018:307). 
 
2.4.6.5  Traditional methods 
 
Post-delivery, it is common for the mother to sleep at the infant’s grandmother’s 
house until the child is six months to a year old (Mothiba, Lebese & Vhana-
Maselesele, 2012:234). This is to prevent the woman from sleeping with her 
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husband because within this period there is a possibility of conceiving (Mothiba et 
al., 2012:234). Another traditional family planning method used is burying the 
placenta in the house upside down with the cord on top (Mothiba et al., 2012:234). It 
is believed that this will prevent the woman from falling pregnant and when she is 
ready to conceive, she must dig the placenta up and discard the remains (Mothiba et 
al., 2012:234). Another method is mixing menstrual blood with herbal/traditional 
medicine covered with a white cloth resembling a ball. This is sewn, then tied with a 
string around the woman’s waist (Mothiba et al., 2012:233). In some instances the 
mixture of menstrual blood with herbs tied with a white cloth is placed where the 
woman will know so that when she is ready to conceive again, she can untie the 
cloth and discard the herbs (Mothiba et al., 2012:233). It is important for health 
workers to address traditional family planning methods for those women who still 
believe in these methods when attending to women seeking family planning services 
(Mothiba et al., 2012:238). 
 
2.5  PARTNER INVOLVEMENT IN FAMILY PLANNING 
 
Family planning has been traditionally seen as a women’s responsibility, as it is 
women who predominantly use family planning methods (Department of Health, 
2012:51). There is an assumption that by focusing information and resources on 
women, this would contribute to an increase in family planning utilisation as women 
bear most of the costs of reproduction (Tran, Yameogo, Gaffield, Langwana, Kiarie, 
Kulimba & Kouanda, 2018:69). In South African societies, men frequently dominate 
in a decision made about family size but are not fully involved in the use of family 
planning methods (Tran et al., 2018:69). Some men choose not to be involved in 
family planning issues because they are worried that family planning encourages 
women to be unfaithful to their partners without fear of getting pregnant (Tran et al., 
2018:69). A lack of male engagement and absence of interventions that specifically 
targeted them were found to be the primary challenges in postpartum family planning 
programmes (Tran et al., 2018:69). Some men expressed the desire to be engaged 
in postpartum family planning programmes, but the health system invests more on 




Partner involvement in family planning is essential for several reasons. A man has a 
vested interest and partnership in women’s decision to plan pregnancies. Moreover, 
there are methods of family planning specifically for men, namely condoms and 
vasectomy (Department of Health, 2012:51). There is a strong association in men’s 
minds that using condoms implies a lack of trust, hence it is often not utilised (Tran 
et al., 2018:70). Some men also fear that condoms could be damaged during sexual 
intercourse or become lodged in a woman’s body with resultant potential side effects 
(Tran et al., 2018:70). Therefore, women must be encouraged to bring their male 
partners when attending family planning services and a joint consultation must be 
conducted to ensure mutual commitment to pregnancy planning and prevention 
(Department of Health, 2012:51). This will also encourage shared responsibility. 
Male’s support of family planning may also increase the initial and continued use of 
family planning methods as they can influence the women’s adherence to family 
planning (Tran et al., 2018:70). 
 
Male partners also provide social support for women to access family planning 
services (Kriel, Milford, Codero, Suleman, Beksinska, Steyn & Smit, 2019:12). Men 
are generally economically more empowered, which enables them to cover transport 
costs or healthcare-related fees for the woman, thus promoting the uptake of family 
planning methods (Kriel et al., 2019:12). Men also play an important role in family 
planning adherence by reminding their female partners to take family planning 
methods and attend their scheduled visits at the clinic (Kriel et al., 2019:13). 
 
2.6  ACCESS AND BARRIERS TO FAMILY PLANNING 
 
Despite an increase in the use of modern family planning methods and 
improvements in infant and maternal care, infant and maternal deaths remain high 
(Mohammed, Musa & Amano, 2016:2). Of the estimated 210 million pregnancies that 
occur globally every year, about 80 million (40%) are unintended, and one in ten of 
these pregnancies end in unsafe abortions (Mohammed et al., 2016:2). An estimated 
340 000 maternal deaths, 2.7 million stillbirths, and 3.1 million neonatal deaths occur 
worldwide each year (Saleem, McClure, Goudar, Patel, Esamai, Garces, et al. 
2014:605). According to Marlow et al. (2014:176), half of all births to women of 
childbearing age in South Africa in the five years prior to the last Demographic and 
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Health Survey conducted in 2003 were unintended at the time of conception. The 
statistics mentioned above may be an indication of poor uptake of family planning 
methods (Saleem et al., 2014:605). Women in different studies have given numerous 
reasons for not using family planning methods, though they would prefer not to get 
pregnant. Some of the reasons mentioned are discussed next. 
 
2.6.1  Knowledge of and accessibility to information on family planning 
 
Although information on family planning methods is freely available, women still have 
limited knowledge of available family planning methods (Department of Health, 
2012:15). Receiving adequate information from healthcare workers regarding 
different family planning methods is a pre-requisite for a woman making an informed 
decision on which family planning method to choose (Department of Health, 2012:8). 
The healthcare worker’s counselling approach, information sharing, and the 
promotion of family planning methods, are identified as factors within our healthcare 
system that influence women’s postpartum choice of family planning method 
(Potgieter et al., 2018:176). The majority of all participants in a study by James et al. 
(2018:243) believed that access to information about postpartum family planning was 
essential for women to make an informed choice on which postpartum family 
planning method to select.  
 
Even though some women are aware of the availability of family planning services, 
they are not properly informed about the various methods available and how they 
work (Apanga & Adam, 2015:2). Information regarding the different family planning 
methods available needs to be in multiple formats catering for varying literacy levels, 
languages, and should be culturally sensitive (Apanga & Adam, 2015:2). Suggested 
strategies for giving information and health education about family planning methods 
should include printed materials with clear, easy-to-understand language, 
augmented with visual aids directing women to reputable references (James et al., 
2018:245).  
 




Many women attending family planning services do not obtain sufficient information 
on the expected possible side effects of all postpartum family planning methods 
(Department of Health, 2012:15). Effective counselling should thus be offered at the 
initiation of postpartum family planning. Effective counselling, as defined in the South 
African National Contraceptive Policy Guidelines, includes providing complete 
information about the chosen family planning method, side effects and how to deal 
with them, and warning signs of complications and what to do if they occur 
(Department of Health, 2012:15). According to James et al., (2018:244), 
dissatisfaction with the modes of administration of the family planning methods, such 
as aversions to foreign body insertion or difficulty remembering the daily oral 
contraceptive pill, makes it difficult to comply with some postpartum family planning 
methods. Women also mentioned that many product-related factors, such as the 
side effects, affected their choice of family planning method (Potgieter et al., 
2018:177). Some women mentioned side effects such as weight changes, bleeding, 
lack of sexual desire, headaches and blood pressure issues (Ochako, Mbondo, Aloo, 
Kaimenyi, Thompson, Temmerman & Kays, 2015:5). Others mentioned that family 
planning methods, such as COCs could accumulate in the stomach, resulting in the 
development of fibroids and cancer of the stomach (Silumbwe, Nkole, Munakampe, 
Milford, Cordero, Kriel, Zulu & Steyn, 2018:5). In South Africa, it was also found that 
women who experienced side effects from family planning methods often 
discontinued their family planning method (Marlow et al., 2014:195). 
 
2.6.3  Social factors influencing the use of family planning methods 
 
Shame or embarrassment, due to family planning methods being a taboo, has been 
identified as a barrier to postpartum family planning (James et al., 2018:244). Some 
women receive inaccurate information and are directly counselled by others not to 
use family planning methods based on their personal experiences (Ochako et al., 
2015:6). In Ghana, the primary reason for not using family planning was found to be 
the husband’s opposition against their wife’s use of family planning methods 
(Apanga & Adam, 2015:4). Therefore, in some cultures, husbands have an influence 




The lack of education for both husbands and wives also impairs the uptake of 
postpartum family planning methods and control over family sizes (James et al., 
2018:244). This lack of knowledge has a severe impact on both men and women in 
terms of solidifying their negative perceptions about family planning (Tran et al., 
2018:68). For some men, family planning was compared to ‘killing a human being’ 
and women using family planning methods were regarded as being unfaithful and 
could make men sick in different ways (Tran et al., 2018:68). As for women, 
misconceptions influenced their negative views on family planning, which included 
risk of irregular menses, infertility, diabetes, weight gain, high blood pressure, or 
other diseases thought to be caused by specific contraceptive methods (Tran et al., 
2018:68).  
 
There is also a concern about the cost of appointments and travel to the nearest 
health facility, which impairs the uptake of postpartum family planning methods; 
especially if both the husband and wife are unemployed (James et al., 2018:245). 
Another factor influencing postpartum family planning may be the use of childbearing 
to maintain relationships (James et al., 2018:245). According to Hounton et al. 
(2015:7), it is possible that couples who have unplanned pregnancies continue to 
have unplanned pregnancies throughout their reproductive health life cycle or that, 
once married, women are under pressure to have many children.  
 
2.6.4  Service factors influencing the use of family planning methods 
 
The unavailability of private rooms, space, a clean environment and convenient 
hours within South African healthcare facility also impairs the uptake of postpartum 
family planning methods (Ndlebe & Mayeye, 2014:140). The South African National 
Contraceptive Policy Guidelines mention that all government PHC clinics should 
ensure reasonable waiting times for clients (Department of Health, 2012:15). Longer 
waiting times in PHC clinics have a significant impact on the uptake of postpartum 
family planning methods (Department of Health 2012:15). Marlow et al. (2014:196) 
also reported that, after the long wait, healthcare workers are not treating patients in 
a respectful manner, and patients are unable to discuss family planning methods 
with them. The attitude of the healthcare workers, in terms of paying attention when 
spoken to, prevents women from accessing family planning services (Ndlebe & 
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Mayeye, 2014:140). In some PHC clinics, not all family planning methods are offered 
or are available only during certain days, or are out of stock at times, resulting in 
women defaulting from family planning (Tran et al., 2018:69). Postpartum family 
planning compliance may be increased if healthcare workers offered postpartum 
family planning information during antenatal clinic visits (Tran et al., 2018:69). 
Moreover, the lack of policies aimed at facilitating family planning in schools was 
found to be a barrier to adolescents’ access to these services for the prevention of 
teenage pregnancy (Silumbwe et al., 2018:5). 
 
2.7  MEDICAL IMPLICATIONS FOR USE OF FAMILY PLANNING 
 
The promotion of family planning is essential to secure the wellbeing of women while 
supporting the health and development of communities (Department of health, 
2012:19). Some of the medical implications for the use of family planning are 
discussed as follows. 
 
2.7.1  Preventing pregnancy-related health risks in women 
 
Family planning allows women to space and delay pregnancies, especially in young 
women who are at greater risk of health problems and death resulting from early 
childbearing (Department of Health, 2012:19). Family planning ensures that the 
woman has time to recover completely after birth before falling pregnant again 
(Dippenaar & da Serra, 2012:648). Family planning also prevents unintended 
pregnancies in older women who face several risks related to pregnancy 
(Department of Health, 2012:19). These risks include pregnancy-induced 
hypertension and diabetes, antepartum haemorrhage, and postpartum 
haemorrhaged which all can lead to maternal mortality (Department of health, 
2012:19). Evidence also suggests that women who have more than four children are 
at increased risk of maternal mortality (Department of health, 2012:15). Family 
planning results in a subsequent decrease in maternal morbidity and mortality by 
reducing the number of times a woman is exposed to the risks of pregnancy and 
helps women avoid births after 35 years of age (WHO, 2019:2). Any pregnancy 
above the age of 35 is regarded as a high-risk pregnancy due to the risks already 




2.7.2  Reducing newborn and infant mortality 
 
Family planning can prevent closely spaced pregnancies and births, which contribute 
to some of the world’s highest infant mortality rates (Department of Health, 2012:17). 
International survey data show that babies born less than two years after their next 
oldest brother or sister are twice as likely to die in the first year of life; for this reason, 
the WHO recommends two years’ spacing between pregnancies (WHO, 2019:2). 
Closely spaced births increase the risk of poor health for the children, which can also 
contribute to mortality (Department of health, 2012:17). Infants of mothers who died 
at birth also have a greater risk of death and poor health (WHO, 2019:2). Family 
planning can therefore limit the number of children to the number that a couple is 
able to care for adequately in terms of food, education and medical care (Dippenaar 
& da Serra, 2012:648). 
 
2.7.3  Family planning methods and the prevention of HIV/AIDS 
 
Family planning reduces the risk of unintended pregnancies among women living 
with HIV, resulting in fewer infected babies and orphans (Department of Health, 
2012:43). For women and couples living with HIV who do not wish to become 
pregnant, family planning helps prevent mother-to-child transmission of HIV (Wilcher, 
Petruney & Cates Jr., 2013:491). In addition, male and female condoms provide dual 
protection against unintended pregnancies and STI’s, including HIV (Department of 
health, 2012:43). 
 
2.7.4  Reduce adolescent pregnancies 
 
Pregnant adolescents are more likely to have preterm or low birth weight babies, 
who have higher rates of neonatal mortality (WHO, 2019:3). Adolescent mothers are 
often not ready for motherhood and are therefore unable to properly care for the 
neonate (Department of Health, 2012:18). Adolescent mothers need assistance in 
taking care of the neonate and if they do not have sufficient support, neonatal 
mortality occurs. In addition, many adolescent girls who become pregnant have to 
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leave school, which has long-term implications such as unemployment, resulting in 
poor health care for both mother and child (Department of Health, 2012:18). 
 
2.7.5  Reduced population growth  
 
Family planning is essential to reduce unsustainable population growth and the 
resulting negative impacts on the economy, environment, and national development 
efforts (Department of Health, 2012:13). An increase in population size puts a strain 
on the health system in terms of finances, service provision and staff needed to 
provide that service (WHO, 2019:3). Family planning therefore prevents the 
population increasing above the carrying capacity of certain environments, 
preventing shortages of water, housing and healthcare services (Dippenaar & da 
Serra, 2012:648). A reduction in population growth essentially contributes to the 
reduction of poverty (Haddad, Phipott-Jones & Schonfeld, 2015:20). Family planning 
also prevents problems such as air pollution and illnesses that can lead to mortality 
and morbidity caused by overcrowding (Dippenaar & da Serra, 2012:648). 
 
2.8  CONCLUSION 
 
In this chapter, an in-depth literature review on postpartum family planning was 
presented and discussed. Chapter 2 also covered the different types of family 
planning methods, the importance of family planning, factors influencing the choice 
of family planning method, medical implications of family planning, as well as partner 
involvement in family planning. The research design and methodology of the study 













RESEARCH DESIGN AND METHODOLOGY 
 
3.1  INTRODUCTION 
  
Chapter 2 presented the literature relating to postpartum family planning methods 
and factors influencing women’s choice of postpartum family planning methods. This 
chapter focuses on the research design and methods of the study, and includes a 
discussion on the research design, research setting, population, sample and 
sampling method, data management, validity and reliability, as well as ethical 
considerations. 
 
The purpose of the study was to identify the factors influencing a woman’s failure to 
comply with postpartum family planning method available in MOUs in Gauteng. 
Based on these findings, recommendations were developed for nurses to facilitate 
appropriate interventions for postpartum woman regarding their choices of 
postpartum family planning.  
 
The objectives of the study were: 
 
• To identify the factors influencing women’s failure to comply with postpartum 
family planning method available. 
• To make recommendations for the nurses to facilitate appropriate interventions for 
postpartum women regarding their choices of postpartum family planning. 
 
3.2  RESEARCH DESIGN AND METHODS 
 
The research design and method applied in this study was a quantitative, non-
experimental, descriptive and contextual research design with a survey method. 
 




Polit and Beck (2017:56) define the ‘research design’ as the overall plan for 
obtaining answers to research questions. A research design flows directly from the 
purpose of the study, not the researcher’s preference (Gray et al., 2020:45). The 
type of design chosen directs the selection of a population, procedures for sampling, 
methods of measurement, and plans for data collection and analysis (Gray et al., 
2020:45). The research design for the study was quantitative, non-experimental, 
descriptive and contextual in nature. These research designs were applicable, as the 
purpose of the study was to determine the factors influencing women’s choice of 
postpartum family planning method in MOUs in Gauteng. 
 
3.2.1.1  Quantitative design 
 
A quantitative design is the investigation of phenomena that lend themselves to 
precise measurement and quantification, often involving a rigorous and controlled 
design (Polit & Beck, 2017:183). Quantitative research attempts to find answers to 
concrete questions by generating numbers and facts (Eyisi, 2016:94). Quantitative 
research is conducted indirectly by including a large number of participants to gather 
relevant data (Gray et al., 2020:45). The quantitative results are presented as 
numbers or facts (Eyisi, 2016:94). This study employed a quantitative design to 
determine the factors influencing women’s failure to comply with postpartum family 
planning method available in MOUs in Gauteng.  
 
3.2.1.2  Non-experimental design 
 
A non-experimental design in research is when a researcher cannot control or 
manipulate independent variables but relies on interpretation, observation or 
interactions to arrive at a conclusion (Gray et al., 2020:212). In non-experimental 
research, the researcher measures variables as they naturally occur (Polit & Beck, 
2017:206). A non-experimental design can be implemented when the research 
question is about a single variable, broad and exploratory, and the independent 
variable cannot be manipulated (Gray et al., 2020:212). A non-experimental design 
was relevant for this study as it was broad and exploratory. Limited information could 
be accessed about the research subject since very few studies have previously been 




3.2.1.3  Descriptive design 
 
Descriptive designs are created to gain information about characteristics in a 
particular field of study (Gray et al., 2020:212). According to Polit and Beck 
(2017:206), descriptive designs are referred to as ‘non-experimental designs’ 
because the focus is on observing and describing variables as they naturally occur in 
environments and not on the implementation of treatment by the researcher (Polit & 
Beck, 2017:206). Data collection procedures may be used in conventional 
quantitative descriptive designs to describe the identified area of concern. In this 
study, the characteristics of a single sample of factors influencing women’s failure to 
comply with postpartum family planning method available were of interest, and the 
researcher used a self-report questionnaire with deductive reasoning to offer a clear 
description of those factors influencing women’s failure to comply with postpartum 
family planning method available.  
 
3.2.1.4  Contextual design 
 
A contextual design is a structured, well-defined, user-centred design process that 
provides methods to collect data from users in the field. It entails interpreting and 
consolidating data in a structured way (Creswell & Creswell, 2018:241). The core 
function of contextual designs is to determine the fundamental intents and desires of 
participants (Creswell & Creswell, 2018:241). In this study, a contextual design was 
applicable as the study was only conducted in MOUs in Gauteng. A self-report 
questionnaire (Annexure B) was used to collect data from women in the postpartum 
unit, just before they were discharged from the unit. 
 
3.3  RESEARCH METHOD 
 
The research methodology is a systematic way in which the research study is 
conducted (Gray et al., 2020:223). The aim of the research methodology is to 
present a workable plan for the research (Gray et al., 2020:223). The most frequently 
used research methods include observation, surveys, interviews, experiments, focus 
groups and mixed methods (Gray et al., 2020:224). A survey methodology was 
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employed in this study and is described as a data collection technique in which the 
researcher uses self-report questionnaires (Gray et al., 2020:224). A survey method 
was undertaken as the researcher gathered information that was unavailable from 
other sources, using a self-report questionnaire (Annexure B) and the same 
information was collected from all respondents. 
 
3.3.1  Research setting 
 
The study was conducted in three MOUs (two small (A and B) and one large (C)) in 
a district in Gauteng. These MOUs cater for three townships and other surrounding 
areas in a district in Gauteng. According to the population census of 2011 (Statistics 
South Africa, 2011), the three townships had a population of 313 015 people. One 
MOU is allocated within per township, and these MOUs are not very far from each 
other; approximately 10km on average. The MOUs are structured in a way that the 
antenatal clinic, labour ward and postnatal ward are close to each other. In the 
antenatal clinic, there is a section for postnatal care where family planning and baby 
immunisations are offered. The antenatal clinic is run by a medical officer, four 
midwives, and two nursing assistants on a daily basis. The labour ward is run by shift 
workers consisting of four midwives and one enrolled nurse. The postnatal ward is 
also run by shift workers consisting of four midwives, one enrolled nurse, and one 
nursing assistant. There are four shifts in total for both the labour ward and postnatal 
ward, and these wards share two medical officers per shift. A security officer controls 
movement in and out of these wards on a full-time basis. 
 
MOUs A and B each have fewer than 80 successful normal vaginal deliveries per 
month. If there are complications during the progress of labour, patients are referred 
to a regional hospital. According to the institutions’ statistics, MOU A recorded 262 
deliveries over the last four months. MOU B recorded 143 deliveries over the last 
four months. Most deliveries in the region are recorded by MOU C in that area, 
reporting 2025 deliveries in the four months prior to data collection.  
 
All women post-delivery in the labour ward are transferred to the postnatal ward, 
adjacent to the labour ward. A woman is transferred one hour post-delivery provided 
both mother and baby are in a satisfactory condition. In the postnatal ward, most 
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women are kept for six hours to ensure satisfactory condition before discharge. Just 
before discharge from the postnatal ward, women are offered family planning, and all 
babies are immunised. All women are addressed as a group in one room. The 
midwives responsible for discharges on the day give health education on family 
planning, baby care, and follow-up visits. Sometimes there is a representative from a 
company that offers health education on family planning and baby care, and issue 
information pamphlets, posters, as well as gifts for the newborn babies. All this 
happens in the absence of the women’s partners due to space limitation. The three 
MOUs explored in this study were chosen since the researcher is employed in one of 
the MOUs and this is where the researcher was able to identify a gap eligible for 
research.  
 
3.3.2  Population 
 
A population is defined by Polit and Beck (2017:249) as all the elements in which the 
researcher is interested. In this study, the population comprised postpartum mothers 
in the relevant MOUs. The research population is described in terms of the 
accessible and the target population. 
 
3.3.2.1  Accessible population 
 
The accessible population are all the elements that conform to the designated 
criteria and are accessible for the study (Polit & Beck, 2017:249). The accessible 
population for this study was all women in the postpartum period in the identified 
MOUs (A, B and C) in a district in Gauteng. 
 
3.3.2.2  Target population 
 
Gray et al. (2020:250) define the target population as the entire set of individuals or 
elements who meet the sampling criteria. In this study, the target population was all 
postpartum women at the three identified MOUs who declared their ability to read 
and comprehend English as the researcher was unable to speak other languages 







• Women aged 18 years or older. 
• Women who were admitted in the relevant MOUs and in the postpartum period, 
about to be discharged. 
• Women who gave consent to complete the questionnaire. 
 
The exclusion criteria were: 
• Women who declared an inability to read and comprehend English.  
• Women who were younger than 18 years old. 
 
3.3.3  Sample and sampling method 
 
A sample is defined as the subset of the population selected for a research study 
(Polit & Beck, 2017:250). In quantitative research, the key component is for the 
research study findings to be generalised to the entire population (Eyisi, 2016:94). 
For this reason, the sample should be representative of the population. Sampling 
methods are used to select a sample from within a general population (Gray et al., 
2020:250).  
 
There are two sampling methods which can be employed in a study, namely 
probability sampling and non-probability sampling (Polit & Beck, 2017:250). This 
study employed non-probability sampling; this is a method where not every element 
of the population has an opportunity to be selected for a study sample (Gray et al., 
2020:250). Non-probability sampling also includes convenience sampling, which was 
employed in this study by the researcher consciously selecting certain participants 
from the population. 
 
3.3.3.1  Convenience sampling 
 
In convenience sampling, subjects are included in the study merely because they 
happen to be in the right place at the right time, which is why it is also referred to as 
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‘accidental sampling’ (Gray et al., 2020:264). A non-probability, convenience 
sampling method was used in this study as women who were already admitted in the 
relevant MOUs and were about to be discharged after they delivered their babies 
were approached to participate in the study. The researcher included available 
participants who met the inclusion criteria and consented into the study until the 
desired sample size was reached.  
 
When critically appraising a quantitative study, there should be significance for at 
least one of the research questions to ensure the adequacy of the sample size (Gray 
et al., 2020:266). For statistical significance, descriptive research is said to require 
large samples (Gray et al., 2020:266). A larger sample minimises sampling errors 
(Polit & Beck, 2019:258). The sample size for this study was 235 women as 
determined by the statistician of the University of Johannesburg, using the web 
“calculation sample size” (Good Calculators, 2020:n.p.). with a confidence level of 
95% and margin of error: 5%. 
 
3.3.4  Data collection 
 
The researcher used a structured self-report questionnaire as a data collection 
method (Polit & Beck, 2019:269). Structured self-reporting involves a formal 
instrument which can be an interview schedule or a questionnaire (Polit & Beck, 
2019:269). In an interview schedule, data are collected by asking questions orally in 
face-to-face or telephonic interviews (Polit & Beck, 2019:269). In a questionnaire, the 
respondents complete the questionnaire themselves in a paper-and-pen format, as 
was the case in this study (Polit & Beck, 2019:270). A self-report questionnaire 
(Annexure B) was used for the data collection, and the collected data were 
quantitatively analysed and presented in tables and figures in Chapter 4. 
 
3.3.4.1  The self-report questionnaire 
 
A self-report questionnaire is designed to elicit information through written, verbal, or 
electronic responses of the subject (Gray et al., 2020:304). Questionnaires are 
sometimes used in a survey (Gray et al., 2020:304), hence a survey methodology 
was used in this study. A self-report questionnaire (Annexure B) was distributed 
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among eligible women to gather information about factors influencing their choice of 
postpartum family planning methods.  
 
The self-report questionnaire was anonymous to protect respondents’ anonymity and 
confidentiality. The self-report questionnaire was developed by the researcher with 
the assistance of her supervisors and a statistician of the University of 
Johannesburg. The self-report questionnaire was in English. Although the majority of 
women delivering in Gauteng speak IsiZulu, those willing to participate declared their 
ability to read and comprehend English. The questionnaire gathered information on 
respondents’ demographic characteristics (Question 1 to 4) in order to provide a 
clear profile of the population of mothers using family planning methods after 
childbirth, as well as access and barriers to family planning after childbirth. For more 
clarity on access, respondents were asked if family planning is free for them and 
where can they get it, as well as the possibility of getting there (Question 11, 12, 14 
& 17). The respondents were also asked if their religion and traditional beliefs allow 
them to use family planning methods and other reasons (personal, medical and 
external) that may restrict them from using the different family planning methods 
(Question 15, 16, 20, 21 & 23).  
 
Partners play a significant role in decisions around families; therefore, respondents 
were asked if their partners were involved in their choice of postpartum family 
planning method (Question 13). The self-report questionnaire asked respondents 
about child spacing, family planning methods they used before, their beliefs in 
prolonged abstinence, and how likely they were to use it again (Question 5 to 8 & 
22). For an informed decision to be made, information must be given; therefore, 
respondents were asked if they received any information from midwives, how it was 
received, and what can be done to improve their knowledge of family planning 
methods (Question 9, 10 & 19). Respondents were also asked if they felt if the use of 
family planning methods is a good idea (Question 18). 
 
The self-report questionnaire comprised 23 closed-ended questions. Respondents 
were instructed to choose one relevant answer from the options given for each 
question and to use a tick (√) to indicate their chosen answer. In three of the 
questions, respondents were asked to willingly give more information if their chosen 
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answer was ‘yes’. The self-report questionnaire (Annexure B) was approved by 
Research Ethics Committee (REC) (Annexure D) of the University of Johannesburg 
on the basis that the instrument was deemed valid and reliable, and received the 
following ethical clearance number: REC-125-2019. The questionnaire was also 
approved by the Higher Degrees Committee (HDC) (Annexure E) of the University of 
Johannesburg. 
 
3.3.4.2  Pilot study 
 
A pilot study, also known as a feasibility study, refers to a small trial run conducted in 
preparation for the primary study (Gray et al., 2020:287). A pilot study is also 
conducted to pre-test a particular research instrument (Gray et al., 2020:287). A pilot 
study is important because it might give advanced warning about where the main 
research study could fail, where research protocols may not be followed, or whether 
proposed methods or instruments are inappropriate or too complicated (Gray et al., 
2020:287). A pilot study may also try to identify potential practical problems in 
following the research procedure and uncover local politics or problems that may 
affect the research process (Gray et al., 2020:287).  
 
In this study, a pilot study was conducted with ten mothers to test the reliability of the 
self-report questionnaire before the actual data gathering commenced. The 
completed self-report questionnaires were discussed with the research supervisors 
and statistician, who noted that clarity was needed in answering one of the 
questions. The supervisors agreed that the researcher should clarify this question 
before the respondents completed the self-report questionnaire. During the pilot 
study, respondents were asked to rate the questionnaire in terms of whether it is 
clear or not, and if not, to give comments on what was unclear and how it can be 
addressed. The researcher, together with the supervisors and statistician, worked on 
the comments and realised that the self-report questionnaire was readable and 
easily understood. The questionnaire was not altered or changed in any way after 
the pilot study. 
 




Data collection is the process of acquiring subjects and collecting data for a study 
where the actual steps of collecting the data are specific to each study and depend 
on the research design and measurement techniques (Gray et al., 2020:310). A self-
report questionnaire was used in this study to determine the factors influencing 
women’s failure to comply with postpartum family planning method available in 
MOUs in a district in Gauteng. The researcher collected data from mothers during 
the postpartum period; it is a relevant time to talk about their family planning choices, 
and woman are offered a method of choice before being discharged from the MOU. 
The data was collected from January to June 2020. The researcher obtained ethical 
clearance (REC-125-2019) from the University of Johannesburg (Annexure D) and 
the Gauteng Department of Health (Annexure F). Consent to obtain data from the 
postnatal wards was verbally obtained from the unit managers after they were given 
a letter asking for permission (Annexure C), and the ward personnel were made 
aware of the study.  
 
The researcher introduced herself and gave a brief introduction of the study. An 
information letter (Annexure A) was given to the prospective respondents, offering 
them more information. The prospective respondents were asked to avail 
themselves if they were willing to participate in the study. Those who were willing to 
participate were given an information letter and consent form to sign (Annexure A). 
The content of the consent form was discussed with the respondents, and they were 
informed that they were participating on a voluntary basis and that they could 
withdraw from the study at any time without a penalty or negative impact to them. 
The potential respondents were also informed that once they submitted the 
completed questionnaire, they would not be able to withdraw their participation 
because their questionnaire could not be identified as no names were indicated on 
the questionnaires.  
 
The respondents signed the consent form (Annexure A), and the researcher gave 
them the self-report questionnaire to complete. The respondents were given time to 
complete the self-report questionnaires immediately after signing the consent form. 
The researcher was available to answer any questions the respondents had. In 
cases where the respondent did not understand a question, the researcher explained 
the question in a language that the respondent understood. On completion of the 
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questionnaire, the respondents dropped their questionnaires in a sealed box to 
ensure the confidentiality of the self-report questionnaires. A separate box was 
available for the signed consent forms. Although their names appeared on the 
consent forms, they could not be linked to the completed self-report questionnaires 
since they were entered in the boxes in no particular order. The self-report 
questionnaires, together with the consent forms, were coded using the researcher’s 
initials and number (e.g. GPZ 01) to ensure there was a signed consent form for 
every completed questionnaire.  
 
3.3.5  Data analysis 
 
Data analysis in a study is done in order to answer the research questions (Gray et 
al., 2020:47). Data analysis reduces, organises, and gives meaning to the data (Gray 
et al., 2020:47). Data analysis in quantitative research is done using statistical 
techniques, and the type of statistical techniques to be employed depend on the 
variables, level of measurement, and the subject being measured (Gray et al., 
2020:319). Summary statistics that allow the researcher to organise data in ways 
that give meaning and facilitate insights are known as ‘descriptive statistics’ (Gray et 
al., 2020:319). Descriptive statistics are used to analyse numerical data, and for this 
reason, they are also called ‘summary statistics’. All the data that were gathered 
were captured on an Excel spreadsheet and sent to the statistician for further 
analysis. The IBM SPSS (version 25, IBM Corporation, New York, USA) software 
program was used by the statistician to analyse the data. The results were 
summarised using tables and figures. A detailed description of the results and 
analysis of the study is presented in Chapter 4.  
 
The collected data were analysed using the following descriptive statistics:  
 
• Frequency distribution: This is the first step to organise data for examination 
(Lutabingwa & Auriacombe, 2018:533). Frequency distribution is a list of all 
variable values and a count of the number of times each value occurs 
(Lutabingwa & Auriacombe, 2018:533). It provides a simple and meaningful 
picture of the data (Lutabingwa & Auriacombe, 2018:533). Frequency distribution 
in this study was presented using graphs and pie charts. 
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• Measurement of central tendency: This is often referred to as an ‘average’ or the 
‘midpoint’ in the data (Lutabingwa & Auriacombe, 2018:534). The three measures 
of central tendency are the mode, median and mean (Lutabingwa & Auriacombe, 
2018:534). The mode refers to the numerical value or score occurring with the 
greatest frequency; it is the only appropriate measure of central tendency for 
nominal data collected (Lutabingwa & Auriacombe, 2018:535). The median is the 
score at the exact centre of the frequency distribution (Lutabingwa & Auriacombe, 
2018:535). Before one can find a median, one must first order the scores from 
lowest to highest (Lutabingwa & Auriacombe, 2018:535). When there is an even 
number of scores in a distribution, the median is the average of the middle two 
scores (Lutabingwa & Auriacombe, 2018:535). The mean is the sum of all the 
scores divided by the number of cases (Lutabingwa & Auriacombe, 2018:535). It 
is the most precise and commonly used measure of central tendency (Lutabingwa 
& Auriacombe, 2018:535).  
• Measures of dispersion: Measures of dispersion are concerned with how the 
scores in a distribution are spread apart (Lutabingwa & Auriacombe, 2018:535). 
The most commonly used measures of dispersion are range, variance and 
standard deviation (Lutabingwa & Auriacombe, 2018:535). The range is the 
simplest measure of dispersion, measuring the distance between the highest 
value and the lowest value of a distribution (Lutabingwa & Auriacombe, 
2018:536). The variance is the sum of the squared deviations from the mean 
divided by the number of squared deviations (Lutabingwa & Auriacombe, 
2018:536). Standard deviation is defined as the ‘positive square root of the 
variance’ (Lutabingwa & Auriacombe, 2018:537). 
 
3.4  VALIDITY AND RELIABILITY 
 
Validity is discussed in terms of content validity, face validity, construct validity, 
internal validity and external validity, then reliability is considered.  
 




The research methods and data collection instruments used should be valid to 
ensure accurate findings and enable the researcher to make correct inferences (Polit 
& Beck, 2017:309). The validity of an instrument is a determination of how well the 
instrument reflects the abstract concept being examined (Polit & Beck, 2017:309). 
The degree of validity is more important than whether validity exists in an instrument 
or not (Gray et al., 2020:290). 
 
3.4.1.1  Content validity  
 
Content validity was critical for this research since a self-report questionnaire was 
used for the data collection. Content validity examines the extent to which the self-
report questionnaire includes all the major elements relevant to the construct being 
measured (Polit & Beck, 2017:310). Content validity should cover all the domains 
related to the research variables (Gray et al., 2020:227). For an examination of 
content validity of the data collection instrument, the self-report questionnaire was 
taken for review by the supervisors and the statistician of the University of 
Johannesburg, to assess if all the variables of knowledge on different family planning 
methods will be measured correctly. The self-report questionnaire was deemed 
relevant to the literature discussed in Chapter 2. 
 
3.4.1.2  Face validity 
 
Face validity reflects whether the self-report questionnaire looks like it is measuring 
the target construct (Polit & Beck, 2017:310). The self-report questionnaire contained 
questions on all the variables it ought to measure, which in this case, was the factors 
influencing women’s choice of postpartum family planning method in MOUs in 
Gauteng.  
 
3.4.1.3  Construct validity 
 
Construct validity examines the similarity between the conceptual and operational 
definitions of variables in a study (Gray et al., 2020:227). Contextual definitions, also 
known as ‘theoretical constructs’, are defined within the framework of the study as 
they are known to provide the basis for defining operational concepts (Gray et al., 
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2020:227). Operational definitions, also called ‘means of measurements’, offer a 
basis of how the variables are measured in the research study (Gray et al., 
2020:227). The use of construct validity helps one establish whether the data 
collection instrument measures the theoretical construct it is intended to measure 
(Gray et al., 2020:227). Very few studies have been conducted on this topic, hence 
the researcher decided to focus on determining the factors influencing women’s 
failure to comply with postpartum family planning method available.  
 
3.4.1.4  Internal validity 
 
Internal validity is the extent to which the findings of the study are a true reflection of 
reality rather than the result of extraneous variables (Gray et al., 2020:226). Any 
study can contain threats to internal validity and these validity threats can lead to 
false-positive or false-negative conclusions (Gray et al., 2020:227). Some of these 
threats include testing, statistical regression, maturation, instrumentation, and 
mortality (Gray et al., 2020:227). The only threat that existed for this study was 
selection bias since the study was non-experimental in nature. To minimise selection 
bias, the researcher adhered to the inclusion and exclusion criteria outlined in the 
population section above (see Section 3.4.2). 
 
3.4.1.5  External validity 
 
External validity is the extent to which study findings can be generalised to other 
populations beyond the sample used in the study (Gray et al., 2020:228). If the 
research is applicable to other settings, populations and times, then external validity 
is high (Gray et al., 2020:228). This study is descriptive and contextual in nature with 
less emphasis on generalisability. 
 
3.4.2  Reliability  
 
Reliability is concerned with the consistency of the self-report questionnaire (Gray et 
al., 2020:287). Polit and Beck (2017:303) define ‘reliability’ as the extent to which 
scores are free from measurement error if repeated on different occasions by 
different persons. Reliability testing is a measure of the amount of random error in 
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the self-report questionnaire (Gray et al., 2020:289). All measurement techniques 
can contain some random error; therefore, reliability exists in degrees and is usually 
expressed as a correlation coefficient (Gray et al., 2020:289). A high-reliability score 
reported for an established instrument does not guarantee that reliability will be 
satisfactory in another sample or with a different population (Gray et al., 2020:289).  
 
Gray et al. (2020:289) state that reliability testing focuses on stability, equivalence 
and homogeneity. Stability, also referred to as ‘test-retest reliability’, is concerned 
with the consistency of repeated measures, whereas homogeneity addresses the 
correlation of each question to the other questions within the self-report 
questionnaire (Gray et al., 2020:289). Equivalence involves the comparison of two 
versions of the same self-report questionnaire or two observers measuring the same 
event (Gray et al., 2020:290). A correlation coefficient of 1.00 is considered to be a 
perfect coefficient with no error, while a correlation coefficient of 0.00 has no 
reliability. A coefficient of 0.8 is the lowest acceptable value as it offers 80% reliability 
and a provision of only 20% random error (Gray et al., 2020:290). The study 
therefore included the results of stability, equivalence and homogeneity from the 
findings as well as previous studies. Reliability testing was done during the pilot 
study where the researcher collected data from ten mothers and the results were 
consistent.  
 
3.5  ETHICAL CONSIDERATIONS 
 
Eight ethical aspects, namely permission to conduct the study, informed consent, 
autonomy, non-maleficence, beneficence, justice, privacy, anonymity and 
confidentiality were adhered to throughout the research process.  
 
3.5.1  Permission to conduct the study 
 
Permission to conduct the research was obtained through the submission of the 
research proposal to the Research Ethics Committee (REC) and the Higher Degrees 
Committee (HDC) at the University of Johannesburg. Ethical clearance was granted 
with clearance number REC-125-2019 (Annexure D). Upon receipt of ethical 
clearance, the ethical clearance letter, together with the proposal, was sent to the 
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Gauteng Department of Health to request permission to conduct the study in their 
facilities. After assessing the research proposal and ethical clearance certificate 
(Annexure D), permission was granted for the study to be conducted in the specified 
MOUs (Annexure F). Upon approval, the researcher conducted the study with the 
guidance of a supervisor. 
 
3.5.2  Informed consent  
 
Informed consent entails a process of adequate information sharing with participants 
about the research study (Polit & Beck, 2017:143). Informed consent includes four 
elements: disclosure of essential study information to the study participant; 
comprehension of this information by the participant; competence of the participant 
to give consent; and voluntary consent of the participant to take part in the study 
(Polit & Beck, 2017:143). Those willing to participate in the study and who met the 
inclusion criteria were given detailed information about the study in laymen terms 
(Information letter - Annexure A) and in a language understood by them prior to their 
participation. Information given to the respondents is outlined in the informed 
consent letter (Annexure A). Respondents had an opportunity to raise any queries 
with the researcher to be able to obtain informed voluntary consent (Annexure A).  
 
3.5.3  Autonomy 
 
People should be treated as autonomous agents who have the freedom to conduct 
their lives as they choose, without external controls (Gray et al., 2020:101). 
Participation in this study was voluntary as respondents were approached and 
requested to participate in the study, but were not forced. The respondents were 
informed that they were free to withdraw from the study at any time without any 
negative penalty and consequences. This was explained to the respondents during 
the discussion of the informed consent letter (Annexure A). However, once the self-
report questionnaire was submitted in the sealed box, it could not be withdrawn 
because it was anonymous.  
 




Non-maleficence refers to not doing any harm (Ingham-Broomfield, 2017:42). In a 
research study, discomfort and harm can be physical, emotional, social, or economic 
(Gray et al., 2020:108). Information obtained in this study would not be used in any 
malicious form (Gray et al., 2020:108). The study was not experimental in nature and 
there were no anticipated physical risks or harm. This was also explained to the 
potential respondents. 
3.5.5  Beneficence 
 
Beneficence refers to doing what is good (Ingham-Broomfield, 2017:42). The ethical 
principle of beneficence states that one should do good and, above all, do no harm 
(Gray et al., 2020:108). This study offered the respondents an opportunity to indicate 
factors influencing their postpartum choice of family planning method and would add 
to the existing body of knowledge; however, this study did not benefit the 
respondents directly. Respondents were not paid for participating in this study and 
this was explained to them prior to data collection. 
 
3.5.6  Justice 
 
According to this principle, people must be treated fairly (Polit & Beck, 2017:141). All 
respondents received fair treatment, equally without prejudice and favour of the 
other. All the respondents had the opportunity to indicate if they would like to 
participate (Ingham-Broomfield, 2017:42). Participating in the study did not inflict any 
evil or harm to the respondents (Ingham-Broomfield, 2017:42). The researcher took 
note of any difficulties that were experienced by the respondents and addressed 
them with respect and dignity.  
 
3.5.7  Privacy 
 
Privacy is the freedom people have to determine the terms and general conditions 
under which their private information will be shared with or withheld from others 
(Gray et al., 2020:105). Private information includes a person’s attitudes, beliefs, 
behaviours, opinions, and records (Gray et al., 2020:105). According to the Privacy 
Act of 1974, people have the right to provide or prevent access of others to their 
records (Gray et al., 2020:105). In this study, respondents’ anonymised information 
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was stored on a password-protected device to ensure privacy. Respondents’ 
completed self-report questionnaires were kept in a locked cupboard before 
submission to the statistician for analysis. Respondents completed their self-report 
questionnaires where they were at the time they were approached, and they were 
not allowed to discuss answers with other respondents. 
 
3.5.8 Anonymity and confidentiality 
 
Anonymity exists when the participant’s identity cannot be linked, even by the 
researcher, with his or her individual responses (Gray et al., 2020:107). 
Confidentiality is the researcher’s safe management of information or data shared by 
participants to ensure that the data is kept private (Gray et al., 2020:107). The 
researcher must refrain from sharing this information without the authorisation of the 
participants (Gray et al., 2020:107). The names of the respondents were not 
mentioned in this study because the questionnaires were anonymously completed. 
After completing the self-report questionnaires, respondents were asked to put the 
questionnaires in a sealed box with an opening at the top to ensure their anonymity 
and confidentiality. A separate, sealed box was available for the signed consent 
forms. Although their names appear on the consent forms, they could not be linked 
to the answered self-report questionnaires since they were entered in the boxes in 
no particular order and were anonymous. No information that would allow the 
researcher to identify the respondent was asked in the self-report questionnaire to 
ensure anonymity. The information collected during the study was only shared 
between the researcher, supervisors of the study and the statistician. The self-report 
questionnaires were numbered for ease of reference and data capturing. 
 
3.6  CONCLUSION 
 
In this chapter, the research design and methodology provided the structure by 
which the researcher conducted the study to achieve the research purpose and 
objectives. One important aspect of this chapter was that all ethical principles were 
adhered to at all times as required by the Ethics Committee of the University of 
Johannesburg. The findings and discussion of the findings of the study are 




PRESENTATION AND DISCUSSION OF THE RESULTS 
 
4.1  INTRODUCTION 
 
In Chapter 3, the research design and methods were discussed in detail. This 
chapter presents the findings of the study, which were closely scrutinised based on 
the purpose and objectives. Comparisons were made to literature from previous 
relevant studies in order to determine reasons for specific trends and patterns.  
 
Postpartum family planning is vital because of the role it plays in the prevention of 
unwanted pregnancies, especially soon after delivery. As a result, women can have 
their babies when they desire to do so, leading to a reduction in the rate of unsafe 
abortions and maternal deaths that are usually associated with it (Department of 
Health, 2012:12). The WHO recommends that the interval before attempting the next 
pregnancy after a live birth should be at least 24 months, and in the case of an 
abortion or miscarriage, six months (James et al., 2018:241). This is aimed at 
reducing the risk of adverse maternal, perinatal and infant outcomes.  
 
This quantitative study was conducted in a district in Gauteng in order to identify the 
factors influencing women’s choices of postpartum family planning methods. The 
researcher only distributed the self-report questionnaires (Annexure B) to those who 
indicated their willingness to complete the questionnaire and declared the ability to 
read and understand English. In total, the researcher distributed 246 questionnaires, 
and received 235 back after some respondents decided not to take part in the study 
once they read the questionnaire. The researcher requested that respondents place 
the completed self-report questionnaire in a sealed box. The 235 self-report 
questionnaires that were completed and returned were then analysed.  
 
The purpose of the study was to identify the factors influencing a woman’s failure to 
comply with postpartum family planning method available in MOUs in Gauteng. 
Based on these findings, recommendations were developed for nurses to facilitate 
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appropriate interventions for postpartum woman regarding their choices of 
postpartum family planning.  
The objectives of the study were: 
 
• To identify the factors influencing women’s failure to comply with postpartum 
family planning method available. 
• To make recommendations for the nurses to facilitate appropriate interventions for 
postpartum women regarding their choices of postpartum family planning. 
 
4.2  DEMOGRAPHIC CHARACTERISTICS OF THE RESPONDENTS 
 
The respondents’ demographic characteristics included their age, number of alive 
children, residential area, and marital status. This was asked in question one to four 
of the self-report questionnaire (Annexure B). The respondents’ demographic 
characteristics are presented.  
 
4.2.1  Age of the respondents  
 
The respondents were asked to indicate their age according to the age groups in 
question one of the self-report questionnaire. The age of the respondents ranged 
between ages 18-25, 26-35, and those older than 36 years. Table 4.1 reflects the 
ages of the respondents.  
 
Table 4.1: Ages of the respondents 
Age 
Number of respondents 
(n=235) 
Percentage (%) 
18-25 62 26.4 
26-35 106 45.1 
≥36 67 28.5 




As reflected in Table 4.1, the majority (45.1%) of respondents fell into the 26-35 
years age group. For the age group 18-25 years, 26.4% were in this group. Those 
older than 36 years accounted for 28.5% of the sample.  
Pregnant teenagers and older women carry the highest maternal risks (Sunnu & 
Adatara, 2016:1). These risks include spontaneous abortions, maternal mortality, 
child and neonatal death, as well as medical conditions associated with pregnancy 
such as high blood pressure. In South Africa, of the 1 084 511 births registered in 
2015, 13.4% were mothers in the 15-19 years category, and the abortion rates for 
women aged 16-20 decreased from 21% in 1999 to 14.9% in 2001 (Govender, 
Naidoo & Taylor, 2019:73). Reports from Ghana Health Service (GHS) indicate that 
in 2014, 23 130 cases of spontaneous and induced abortions among young women 
(10-24 years) were reported (Sunnu & Adatara, 2016:1). Additionally, most women 
have their first child before turning 19 years of age, which is linked to higher maternal 
mortality, worse child health outcomes, and reduced educational and economic 
opportunities for women (Dansereau, Schaefer, Hernandez, Nelson, Palmisano, 
Rios-Zertuche, Woldeab, Zuniga, Iriate, Mokdad & Bcheraoui, 2017:3). Postpartum 
family planning can therefore help reduce poverty and hunger, avert 32% of all 
maternal deaths, and nearly 10% of childhood deaths (Sunnu & Adatara, 2016:1). 
According to this study, age (p=0.190) was shown not to significantly influence 
postpartum family planning use. Other quantitative studies in poor regions of Mexico 
have found that modern family planning use is significantly associated with age, 
number of pregnancies, receiving advice from a healthcare provider, maternal 
education, household wealth, ethnicity, insurance status, female decision-making 
power, and delivery location (Dansereau et al., 2017:3). 
 
Note: Statistical significance (p < 0.05)  
 
4.2.2  Number of alive children  
 
The respondents were asked to indicate how many of their children were alive. This 
was asked in question two of the self-report questionnaire. The number of alive 
children ranged from 1-2, 3-4, and >4. Table 4.2 reflects respondents’ responses to 







Table 4.2: Number of alive children 
Alive children 
Number of respondents 
(n=235) 
Percentage (%) 
1-2 153 65.1 
3-4 64 27.2 
>4 18 7.7 
Total 235 100.0 
 
As presented, the majority (65.1%) of respondents had 1-2 children, while 27.2% of 
respondents reported having 3-4 children; only 7.7% of the respondents reported 
having more than four alive children.  
 
The number of children a woman has should not put a negative strain on her daily 
living circumstances (Tran et al., 2018:67). Too many children affect one’s daily 
living, and these children are perceived to endure emotional and physical suffering, 
in addition to being a burden for their mother, who might be negatively perceived by 
the community (Tran et al., 2018:67). In this study, the number of alive children 
(p=0.212) was not statistically significant in the postpartum uptake of family planning. 
 
4.2.3  Residential area of the respondents 
 
Respondents were asked about their residential areas, as this can affect access to 
postpartum family planning. Respondents were asked to state whether they reside in 
Tsakane, KwaThema, Duduza or other surrounding areas in question three of the 
self-report questionnaire. Those residing in other surrounding areas were asked to 
specify the area. Table 4.3 presents the residential area of the respondents, and 
Table 4.4 specifies the other surrounding areas. 
 




Number of respondents 
(n=235) 
Percentage (%) 
Tsakane 101 43.0 
Duduza 35 14.9 
KwaThema 60 25.5 
Other (Specify) 39 16.6 
Total 235 100.0 
 
In Table 4.3, the majority (43%) of respondents indicated that they lived in Tsakane, 
25.5% indicated that they lived in KwaThema, and 14.9% indicated that they lived in 
Duduza. These residential areas are all based in Gauteng, where each township has 
one or more local clinics, not far from residences, which helps enhance postpartum 
family planning uptake. In a study by Silumbwe et al. (2018:4), community 
respondents from rural areas of Zambia recounted that walking long distances to 
healthcare facilities in order to access family planning services hindered their 
utilisation of the services. The long distances also put clients at risk of being denied 
access to family planning services if they get to the health facility outside the 
established schedule of service provision (Silumbwe et al., 2018:4). In this study, 
residential area (p=0.877) was not statistically significant in the postpartum uptake of 
family planning. 
 
Table 4.4 indicates the specification of other surrounding areas where respondents 
were living. These included Brakpan, Dalpark, Daveyton, Dunnottar, Geluksdal, 
Katlehong, Nigel, Selcourt, Springs, Spruitview and Windmill Park. 
 
Table 4.4: Specification of the other surrounding areas 
Residential area 
(Other) 
Number of respondents 
(n=39) 
Percent (%) 
Brakpan 5 12.8 
Dalpark 2 5.1 
Daveyton 1 2.6 
Dunnottar 5 12.8 





Number of respondents 
(n=39) 
Percent (%) 
Katlehong 4 10.3 
Nigel 1 2.6 
Selcourt 3 7.7 
Springs 10 25.6 
Spruitview 1 2.6 
Windmill Park 2 5.1 
Total 39 100.0 
 
In Table 4.4, 25.6% of the respondents indicated that they lived in Springs, 10.3% 
indicated that they lived in Katlehong, and 7.7% indicated that they lived in Selcourt. 
Brakpan, Dunnottar and Geluksdal had the same number of respondents, namely 
12.8%. Dalpark and Windmill Park also had the same number of respondents; 5.1%. 
Daveyton and Nigel again had the same number of respondents, at 2.6%. 
 
Respondents from the above-mentioned surrounding residential areas were included 
in the study because they gave birth in one of this study’s settings. Sometimes 
MOUs are full, and clients must be diverted to the nearest facility that can 
accommodate them. These respondents were then referred to one of the MOUs 
mentioned in the study, and they were offered postpartum family planning before 
being discharged from the unit. This does not affect their postpartum family planning 
uptake, as they are referred back to their local clinics for subsequent family planning 
services. All these residential areas are also based in Gauteng, and each township 
has a local clinic offering family planning; this aspect was therefore not statistically 
significant, as already stated above. 
 
4.2.4  Marital status of the respondents 
 
The respondents were asked to indicate their marital status, reflecting whether they 
were single, married or cohabitating (see Table 4.5). This was asked in question four 






Table 4.5: Marital status of the respondents 
Marital status 
Number of respondents 
(n=235) 
Percentage (%) 
Single 136 57.9 
Married 66 28.1 
Cohabitating 33 14.0 
Total 235 100.0 
 
In Table 4.5, most respondents (57.9%) were single, while 14.0% admitted to being 
cohabitating. Those who were married accounted for 28.1% of the respondents. 
 
The marital status of respondents in this study (p=0.107) reflected no significant 
influence on postpartum family planning use. However, marital status has been 
found to have a significant influence on postpartum family planning use in other 
research studies. In some communities, it is more acceptable for married women to 
use family planning as they are the ones to plan families (Dansereau et al., 2017:5). 
This was observed in Chiapas, Mexico, where the health centre only gave 
underaged women the family planning talk, but no family planning methods are 
offered, unless you are married (Dansereau et al., 2017:5). Due to the absence of a 
binding agreement before marriage, some women may feel that their partners would 
refuse to provide support for children that may result from such a relationship, and 
this fear may be enough motivation for such women to use postpartum family 
planning methods (Sunnu & Adatara, 2016:2).  
 
The marriage customs, the societal value of having many children, and strong 
extended family ties also regulate reproduction (Sunnu & Adatara, 2016:2). This is 
consistent with findings by Dansereau et al. (2017:5) in Chiapas, Mexico, where 
some respondents suggested that family planning was most warranted for women 
living in poverty or unmarried women, given that it would be irresponsible for them to 
become pregnant. Some women feel that young and unmarried women should not 





4.3  CHILD SPACING BY THE RESPONDENTS 
 
The respondents were asked if they were planning to fall pregnant within the next six 
months after their last delivery, in 1-2 years, 3-5 years, or not at all. This was asked 
in question five of the self-report questionnaire. Table 4.6 indicates the responses 
related to child spacing.  
 
Table 4.6:  Child spacing by the respondents 





Within 6 months 7 3.0 
1-2 years 29 12.3 
3-5 years 71 30.2 
Not at all 128 54.5 
Total 235 100.0 
 
In Table 4.6, the majority (54.5%) of respondents were not planning to fall pregnant 
again, while 3.0% of the respondents were planning to fall pregnant within the next 
six months after their last delivery. Of the respondents, 12.3% were planning to fall 
pregnant within 1-2 years, and 30.2% of the respondents were planning to fall 
pregnant within 3-5 years. 
 
The WHO recommends the birthing interval to be at least 24 months, as already 
stated above (James et al., 2018:241). There is an increase in maternal, newborn 
and child morbidity and mortality rates associated with short birth spacing intervals, 
particularly those less than 18 months (Moore, Pfitzer, Gubin, Charurat, Elliott & 
Croft, 2015:32). High rates of postpartum family planning methods lead to healthy 
birth intervals, which will profoundly impact maternal and neonatal health outcomes 
(Moore et al., 2015:32). As reflected, 30.2% of the respondents were planning to fall 
pregnant within 3-5 years; this finding is less than that of a study by Moore et al., 
(2015:32), where they determined that 95% of postpartum women did not wish to 
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become pregnant within two years after a birth. The reason for women (54.5%) not 
planning to fall pregnant after the last delivery may be due to the majority of the 
respondents being women above the age of 26 years. The desire to have children 
may start diminishing for some women as they start focusing on how to care for the 
ones they already have. In recent studies, some women expressed a strong interest 
in deferring pregnancy to allow for women’s educational or professional attainment 
and stability, while noting that pregnancies among older women also entailed higher 
risks (Dansereau et al., 2017:4). Beyond 40 years, women feel that they are less 
likely to conceive, thus explaining the response of not wanting to fall pregnant again. 
There is also statistical significance (p=0.000) between child spacing and the number 
of alive children. Although this relationship is weak (Cramer’s V=0.000), it indicates 




Weak relationship (Cramer’s V< 0.3) 
Medium relationship (Cramer’s V=0.3-0.5) 
Strong relationship (Cramer’s V>0.5) 
(Lutabingwa & Auriacombe, 2018:538). 
 
4.4  FAMILY PLANNING USE AMONG POSTPARTUM WOMEN 
 
Family planning use among postpartum women includes the prevalence of 
postpartum family planning and methods used by these women. This was asked in 
questions six and seven of the self-report questionnaire. Family planning use among 
postpartum women is discussed in the sections that follow. 
 
4.4.1  Prevalence of postpartum family planning 
 
In question six, the respondents were asked if they used any kind of family planning 
method before their last pregnancy. Figure 4.1 indicates respondents’ prevalence of 




Figure 4.1: Prevalence of postpartum family planning 
 
In Figure 4.1, the majority (82.1%) of respondents stated they used some kind of 
family planning method before the time of the survey, while 17.9% of the 
respondents had not used any kind of family planning before the time of the survey.  
 
The South African Demographic and Health Survey report (2017) indicated that 
about 58.3% of women use some form of family planning (Potgieter et al., 2018:174). 
Of the respondents, 82.1% in this study had used some kind of family planning 
method before the time of the survey. The results of this study confirm the findings of 
Marlow et al. (2014:176), who determined that the contraceptive prevalence rate for 
sexually active women of reproductive age (15-49 years) in South Africa is 65%. 
There was a family planning uptake of 72.5% by women in the Ho Municipality in the 
Volta Region, Ghana (Sunnu & Adatara, 2016:6). It is however higher than the 
uptake of 44.2%, which remains low in eastern Africa (Rutanemwa & Kabagenyi, 
2018:2) and the uptake of 47% among low-income women in Mexico (Barber, 
2017:9). Even though family planning services have been free of charge and 
available in all public health sectors since 1975 in Gambia, according to The Gambia 
Demographic and Health Survey, the contraceptive prevalence is very low, with only 







a modern method, and the implant utilisation rate was 3.9% (Dampha, Jasseh & 
Sey-Sawo, 2018:1). 
4.4.2  Methods used by postpartum women 
 
In question seven of the self-report questionnaire, the respondents were asked to 
indicate which family planning method they preferred between oral, injectables, 




Figure 4.2: Methods used by postpartum women 
 
In Figure 4.2, the most common form of family planning adopted by postpartum 
women in this study were injectables (43.0%) followed by oral contraceptive pills 
(17.8%). Of the respondents, 14.9% used a condom, 7% of the respondents used 
Implant-On; and 17.4% of the respondents were not using any kind of family 
planning method. 
 
Counselling on postpartum family planning method choice happens during the first 
antenatal clinic visit, and this decision is documented and confirmed postpartum 
before family planning administration. The women feel the timing of counselling is of 
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most general form of family planning adopted by postpartum women in this study 
was injectables, followed by oral contraceptive pills. This result is consistent with 
findings from a study in the poorest regions of Chiapas, Mexico, where most women 
preferred the injectable methods, followed by the pill (Dansereau et al., 2017:6). The 
least utilised methods were condoms (14.9%) and Implant-On (7.0%). This finding is 
different from those by Moore et al. (2015:36), who conducted research in African 
countries, where it was determined that there are higher rates of Implant-On use 
between 9% and 15% in Burkina Faso, Ethiopia, Senegal and Uganda, while in 
Malawi there was a higher rate of female sterilisation (9%) than any other long-acting 
method. Other women in this study used dual protection (two family planning 
methods at the same time) accounting for the difference in frequency (242) 
compared to the number of respondents (235). Dual protection refers to pills being 
used in many instances, together with condoms. The primary adoption of pills and 
injectables by the women in this study may be attributed to their ready availability in 
the local clinics. Pills and condoms may be used together because some women are 
not sensible in their use of the pills and fear that they might get pregnant; they 
therefore add the condom as a back-up plan (Moore et al., 2015:36). Also, condoms 
are not always reliable for pregnancy prevention due to its potential failure (Ochako 
et al., 2015:4). Conversely, it could also be that they want to make sure they have 
double protection and are protected against STIs (Ochako et al., 2015:4). 
 
4.5  LIKELIHOOD OF USING FAMILY PLANNING METHODS POST-
DELIVERY 
 
The respondents were asked how likely they were to use any family planning method 
after being discharged from the postnatal unit in question eight of the self-report 





Figure 4.3: Likelihood of using family planning methods post-delivery 
 
In Figure 4.3, just fewer than half (47.7%) of the respondents indicated that they 
were very likely going to use family planning methods, while only 8.9% of the 
respondents indicated that it is very unlikely that they will use any of the family 
planning methods; 30.6% of the respondents were likely going to use the family 
planning methods, and 12.8% of the respondents were very unlikely going to use 
any of the family planning methods. 
 
Most of the respondents in the study (users and non-users) were aware of the fact 
that a woman could adopt a form of family planning soon after delivery, hence 47.7% 
of the respondents indicated that they were very likely going to use one of the family 
planning methods. Most postpartum women would prefer using the method they 
used before pregnancy because they are used to and comfortable with it, and are 
aware of its side effects (Department of Health, 2012:15). Potgieter et al. (2018:177) 
reported that some women who experienced side effects from their current family 
planning method still felt that they would rather stick with it than change to a method 
that was new and unfamiliar. Previous studies have found that women tend to 
choose the family planning method advocated for by their healthcare providers 




















4.6  INFORMATION ABOUT POSTPARTUM FAMILY PLANNING 
 
Information about postpartum family planning was discussed in terms of how much 
information the respondents received from the midwives, the source of information, 
and how to improve the respondents’ knowledge of postpartum family planning. This 
was asked in questions nine, 10 and 19 of the self-report questionnaire. 
Respondents’ feedback on these aspects of postpartum family planning is presented 
below. 
 
4.6.1  Information received from midwives on family planning methods 
 
The respondents were asked if they have received information from midwives on any 
of the family planning methods in question nine of the self-report questionnaire. 
Figure 4.4 reflects how much information the respondents received from midwives 
related to family planning methods.  
 
 
Figure 4.4: Information received from midwives on family planning methods 
 
In Figure 4.4, almost all the users and non-users of family planning (96.2%) had 
received some information about family planning during the postpartum period just 
before discharge. It was determined that 55.3% of the respondents received 




Adequate Information Little Information None
Series 1 0,553 0,409 0,038
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adequate information, while 40.9% received little information, and 3.8% of the 
respondents reported that they received no information from the midwives. 
 
The acquisition of knowledge about family planning is a significant step in the pursuit 
of access to family planning services and eventually adopt a method of family 
planning (Department of Health, 2012:8). In this study, information received 
(p=0.426) was not statistically significant in the postpartum uptake of family planning. 
The results of this study are not consistent with the study by James et al. (2018:243), 
where the majority of participants believed that access to information about 
postpartum family planning was essential in making an informed choice on which 
postpartum family planning method to choose. It may be argued that women who 
have not received any education about family planning during antenatal or postnatal 
visits are unlikely to utilise the service as a result of ignorance. Apanga and Adam 
(2015:2) noted that even though some women are aware of the availability of family 
planning services, they are not properly informed about the various forms of family 
planning methods available and how they work.  
 
An understanding of the appropriate language to use in communicating at family 
planning clinics is also crucial. For women who had received some information about 
family planning, the reason for non-use may relate to inadequate and/or 
inappropriate information (Potgieter et al., 2018:176). In a study by Potgieter et al. 
(2018:176), women mentioned that the way in which the topic was approached 
discouraged them from discussing family planning options.  
 
4.6.2  Source of information about family planning methods 
 
The respondents were asked how they received the information about family 
planning methods in question 10 of the self-report questionnaire. Figure 4.5 indicates 




Figure 4.5: Source of information about family planning methods 
 
In Figure 4.5, midwives (verbal) were shown to be the main source of information on 
postpartum family planning (85.6%). Only 4.2% of the respondents indicated posters 
were their source of information, while 9.7% of the respondents indicated pamphlets 
were their source of information. Alarmingly, 0.4% of the respondents indicated they 
received no information on family planning. 
 
This study revealed that most women had more than one source of information on 
family planning. This finding is consistent with that of Dansereau et al. (2017:5), 
where several women mentioned receiving information via television or online, 
including through groups on social media sites. As James et al. (2018:245) 
suggested, strategies for giving information and health education on family planning 
methods should include printed materials with clear, easy-to-understand language, 
augmented with visuals directing women to reputable references; 4.2% of women in 
this study indicated posters were their source of information. Nurses are required to 
give adequate information before the administration of the selected family planning 
method (Department of Health, 2012:8). Although the disproportionate nurse-patient 
ratio makes it difficult for them to spend sufficient time counselling numerous clients 
about family planning, somehow, they managed to do it. Some women did not know 
that a woman is susceptible to pregnancy after birth before the resumption of her 
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menses. The lack of knowledge about postpartum susceptibility to pregnancy by a 
substantial number of women may be attributed to the fact that they have not been 
informed (Dansereau et al., 2017:5). Midwives are therefore a vital source of 
information for these women to make informed decisions. 
 
4.6.3  Knowledge improvement for postpartum women  
 
In question 19 of the self-report questionnaire, the respondents were asked what can 
be done to improve their knowledge of choice of family planning methods. Table 4.7 
shows the women’s knowledge improvement.  
 








Training of midwives 15 6.2 6.4 
Appoint more clinic staff 
to reduce waiting time 
98 40.3 41.7 
Change in nurses’ 
attitude 
68 28.0 28.9 
Try other ways of 
providing knowledge 
such as pamphlets and 
posters 
62 25.5 26.4 
Total 243 100.0 103.4 
 
In Table 4.7, most respondents (40.3%) suggested the appointment of more clinic 
staff to reduce waiting times and more time should be invested in teaching and 
learning. Very few respondents (6.2%) thought training of midwives can improve 
their knowledge of postpartum family planning. Yet 28% of the respondents 
suggested a change in nurses’ attitude can help improve their knowledge of 
postpartum family planning. Moreover, 25.5% of the respondents suggested trying 
other ways of providing knowledge such as pamphlets and posters to improve their 
knowledge of postpartum family planning. 
69 
 
Poor knowledge of postpartum family planning methods may be related to healthcare 
providers not talking about them enough (Potgieter et al., 2018:176). Most women 
shared more than one opinion on what can be done to improve their knowledge of 
postpartum family planning. Some healthcare providers may be biased towards 
some methods due to personal opinions, experiences and religious beliefs (Potgieter 
et al., 2018:176). Consequently, they may be unwilling to give their clients 
information about certain methods. However, midwives are obliged to give adequate 
information on all family planning methods available, regardless of their willingness 
to do so, personal opinions, experiences, religious beliefs and busyness of the 
clinics, as a requirement by the Department of Health (Department of Health, 
2012:8). 
 
4.7  ACCESS TO POSTPARTUM FAMILY PLANNING 
 
Access to postpartum family planning was discussed in terms of where the 
postpartum women can get family planning, how accessible it is, if family planning is 
free, and whether religion and traditional beliefs allow family planning usage. This 
was asked in questions 11 to 12, and 14 to 16 of the self-report questionnaire. 
Feedback from respondents regarding access to postpartum family planning is 
discussed in the sections that follow. 
 
4.7.1  Free family planning 
 
The respondents were asked if family planning is free for them in question 11 of the 
self-report questionnaire. Table 4.8 reflects their responses. 
 
Table 4.8: Is family planning free 






Yes 227 96.6 
No 8 3.4 




In Table 4.8, almost all the respondents (96.6%) indicated that family planning is free 
for them. Only 3.4% of the respondents indicated that they paid for family planning 
despite the fact that the service is offered free of charge in South Africa. Free family 
planning services are part of the fulfilment of Millennium Development Goal number 
five calling for universal access to sexual and reproductive health services (Lince-
Deroche, Harries, Mullick, Mulongo, Sinavoic, Pleaner, Morroni, Firnhader & Holele, 
2016:96). Yet 3.4% of the women using postpartum family planning reported that 
they had to pay for the use of family planning services. The national family planning 
guidelines state that contraceptives should be available at all levels of care; 
however, many facilities do not offer the full method mix or no contraceptives at all, 
and have personnel shortages (Lince-Deroche et al., 2016:102). Given these 
barriers, women with financial means may choose to access family planning services 
in the private sector (Lince-Deroche et al., 2016:102), accounting for the 3.4% of 
women who paid for family planning services. 
 
4.7.2  Where to get family planning 
 
The respondents were asked where they can get family planning in question 12 of 
the self-report questionnaire. Table 4.9 indicates where the respondents received 
family planning.  
 
Table 4.9:  Where to get family planning 




Local Clinic 218 92.8 
Hospital 17 7.2 
Total 235 100.0 
 
In Table 4.9, for women who practiced postpartum family planning, the service was 
offered at local clinics. For 7.2% of the respondents who practiced postpartum family 




Of the respondents, 92.8% indicated they get family planning at local clinics. This 
finding is consistent with that of Dansereau et al. (2017:5), where most women with 
children said it was very easy for them to access family planning methods at their 
local health facility or pharmacy. This observation may be related to the fact that 
postpartum women prefer the convenience of being able to receive treatment for ill 
health and meet their family planning needs in the same locality without having to 
move around too much. Moreover, 7.2% of the respondents indicated they attend 
family planning at a hospital. This number of women might be referring to the receipt 
of postpartum family planning method before being discharged from the delivery 
hospital. Some women felt this was the easiest way to receive a family planning 
method since they had immediate access to healthcare providers (Henderson et al., 
2016:S135). 
 
4.7.3  Possibility to access family planning  
 
The respondents were asked how possible it is to get access to the different family 
planning methods in question 14 of the self-report questionnaire. Table 4.10 reflects 
their responses. 
 
Table 4.10: Possibility to access family planning 





Possible 195 83.0 
Even Chance 28 11.9 
Impossible 12 5.1 
Total 235 100.0 
 
In Table 4.10, the majority (83.0%) of the respondents indicated that it was possible 
to get access to different family planning methods, yet 5.1% of the respondents 
indicated that it was impossible to access the different family planning methods. 
Also, 11.9% of the respondents indicated they had an even chance of access to 




Accessibility of family planning services was shown to have some relationship with 
uptake among postpartum women. The ease with which a woman who has recently 
delivered can reach her healthcare provider and access her healthcare needs goes a 
long way to influence whether she will utilise the services available (Tran et al., 
2018:69). The research team in the study by Tran et al. (2018:69) observed during 
visits to the study sites that not all methods were offered. Contraceptive services 
were generally available only during certain days or half-days of the week, service 
providers did not seem to offer postpartum family planning information during 
antenatal clinic visits, right after childbirth, or during postnatal care, and there were 
no dedicated postpartum family planning job aids or counselling tools. All these 
aspects affected postpartum family planning accessibility. 
 
4.7.4  Religion on family planning methods usage 
 
The respondents were asked if their religion allows them to use family planning 
methods. This was asked in question 15 of the self-report questionnaire. Table 4.11 
indicates if respondents’ religion allowed them to use family planning methods.  
 






Yes 197 83.8 
No 38 16.2 
Total 235 100.0 
 
In Table 4.11, 83.8% of the respondents indicated that their religion allows them to 
use family planning methods, while 16.2% of the respondents indicated that their 
religion does not allow them to use family planning methods.  
 
Social, cultural, religious, and political norms and traditional practices have a critical 
influence on postpartum pregnancy prevention (Tran et al., 2018:64). Indigenous 
men of Chiapas in Mexico stated strong religious opposition to contraceptives, such 
as God decides that women should get pregnant often and have as many children as 
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they can (Dansereau et al., 2017:5). In the current study, 16.2% of the respondents 
indicated that their religion does not allow them to use family planning methods. The 
16.2% result of the study is lower than the 33.0% of women in the Ho Municipality in 
the Volta Region, Ghana, who believed contraceptive use is against the will of God 
(Sunnu & Adatara, 2016:6). In a study by Tran et al. (2018:68) in Burkina Faso, 
religious leaders did not always favour family planning use and regarded it as a form 
of disobedience to the word of God. They believed some family planning methods, 
such as implants, or at least their side effects, were seen to prevent women from 
being regular in their prayers due to prolonged bleeding, which they reported to be 
incompatible with prayers. Conversely, healthcare providers and community leaders 
mentioned that certain churches supported family planning and helped promote its 
benefits, as family planning methods were seen as the work of God who gave 
mankind its intelligence (Tran et al., 2018:68). 
 
4.7.5  Traditional belief on family planning usage 
 
The respondents were asked if their traditional beliefs allow them to use medical 
family planning methods. This was asked in question 16 of the self-report 
questionnaire. Table 4.12 indicates if traditional beliefs affected respondents’ use of 
medical family planning methods.  
 






Yes 193 82.1 
No 42 17.9 
Total 235 100.0 
 
In Table 4.12, 17.9% of the respondents indicated they have traditional beliefs that 
do not allow medical family planning methods. The majority (82.1%) of the 
respondents indicated they do not have traditional beliefs that disallow medical 




Recent studies show that family planning use by women largely depends on the 
knowledge, beliefs, and attitudes of women towards reproductive health (Sunnu & 
Adatara, 2016:2). Cultural beliefs, values, and practices shape an individual’s 
knowledge and perception of healthcare-seeking practices and behaviours, 
especially in reproductive health decisions among couples (Sunnu & Adatara, 
2016:2). In Ghana, the majority of cultural beliefs and practices place a high value on 
large families and especially male children, therefore, there is a lack of support for 
women’s use of family planning (Sunnu & Adatara, 2016:2). This is consistent with 
findings by Dansereau et al. (2017:5) in Chiapas, Mexico, where urban respondents 
said family planning was less accepted in rural, indigenous communities where 
women were just meant to have children and stay at home. Although these 
traditional beliefs were not specified by the 17.9% of respondents in this study, it is 
important for health workers to address traditional beliefs about family planning 
methods for those women who still believe in traditional methods (Mothiba et al., 
2012:238).  
 
4.8  PARTNER INVOLVEMENT IN POSTPARTUM FAMILY PLANNING 
 
The respondents were asked how involved their partners were in their choice of 
family planning method in question 13 of the self-report questionnaire. Figure 4.6 
indicates partner involvement in postpartum family planning.  
 
 










In Figure 4.6, most respondents (44.7%) admitted that their partners were not 
involved in their choice of postpartum family planning while 14.0% of the 
respondents indicated that there was some involvement of their partners, and 41.3% 
of the respondents indicated that their partners were involved in their choice of 
postpartum family planning. 
 
A lack of partner engagement and absence from interventions that specifically target 
them is found to be a key barrier to postpartum family planning programmes (Tran et 
al., 2018:69). Partner involvement in this study (p=0.289) was not statistically 
significant in the choice of family planning method, however, there was weak 
significance (Cramer’s V=0.032) in postpartum use of the implant. The odds for 
postpartum family planning uptake were low among women who had no 
communication with their partners about family planning compared to women who 
had communicated with their partners. The results of this study are consistent with 
the report by Tran et al. (2018:70), which notes that male support of family planning 
may increase the initial and continued use of family planning methods as they can 
influence the women’s use thereof. Although partner involvement was shown to be 
important in the uptake of postpartum family planning, healthcare providers in the 
report by Tran et al. (2018:70) mentioned the importance of no longer needing the 
husband’s or partner’s formal agreement before offering family planning services to 
women. 
 
4.9  BARRIERS TO POSTPARTUM FAMILY PLANNING 
 
The barriers to postpartum family planning included transport, distance, taking care 
of children, attitude of nurses and busy clinics. These aspects were addressed in 
question 17 of the self-report questionnaire. The barriers to postpartum family 
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(%) 






59 56 120 235 
Percentage 
(%) 
25.1 23.8 51.1 100.0 
 
In Table 4.13, for 65.1% of the respondents, transport was a not a barrier to get to 
the clinic or hospital, for 21.3% it was a small barrier, while for 13.6% it was a major 
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barrier. Distance was not a barrier for 63.8% of the respondents, it was a small 
barrier for 23% of the respondents, and a major barrier for 13.2% of the respondents. 
Taking care of children was not a barrier for 57.9% of the respondents, a small 
barrier for 31.9% of the respondents, and a major barrier for 10.2% of the 
respondents. Attitude of nurses was not a barrier for 34% of the respondents, it was 
a small barrier for 29.4% of the respondents, and a major barrier for 36.6% of the 
respondents. Busy clinics were not a barrier for 25.1% of the respondents, a small 
barrier for 23.8% of the respondents, and a major barrier for 51.1% of the 
respondents. 
 
The ability to travel from home to the service provider with ease plays a significant 
role in its utilisation. Of the respondents, 63.8% did not have to travel long distances 
from their place of residence to the service providers, as distance was not a barrier 
for them. With relatively easy access to public transport within Gauteng, women are 
able to reach family planning centres easily, making travelling with a baby less 
frustrating. Slightly more than half (57.9%) of the respondents had no problem with 
taking care of children, and this was not a barrier for them. The environment in which 
counselling sessions are held plays a vital role in determining whether or not women 
will utilise family planning services (Ndlebe & Mayeye, 2014:140). Also, 36.6% of the 
respondents indicated that nurses’ attitude was their primary barrier in attending the 
clinic or hospital. For such women, the staff is not really welcoming to them and 
some privacy is not ensured for them to access the service comfortably.  
 
The healthcare providers and key community stakeholders in Zambia reported that 
negative attitudes such as shouting, scolding, not allowing clients to explain their 
side effect experiences, and giving preference to socially accepted family planning 
service among user groups (like married women) existed in some health facilities 
(Silumbwe et al., 2018:4). The ability to ensure privacy at the clinics will enable 
clients to relax and discuss the intimate details of family planning without worrying 
that they will be overheard (Ndlebe & Mayeye, 2014:140). Busy clinics were also 
related to postpartum family planning use, and 51.1% of the respondents indicated 
busy clinics as their primary barrier in attending the clinic or hospital. The result of 
this study is consistent with findings by Ndlebe and Mayeye (2014:140), who noted 
that the availability of private rooms, space, a clean environment and convenient 
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hours within South African healthcare facility impairs the uptake of postpartum family 
planning methods. A short waiting period at the family planning clinic implies that 
when clients visit, they are quickly attended to without having to spend the whole day 
there.  
4.10  FACTORS INFLUENCING POSTPARTUM FAMILY PLANNING 
 
Factors influencing postpartum family planning include medical reasons, personal 
reasons and external factors. These factors were explored under questions 20, 21 
and 23 of the self-report questionnaire and are presented below. 
 
4.10.1  Medical reasons restricting family planning use 
 
In question 20 of the self-report questionnaire, the respondents were asked if there 
were any medical reasons that restricted them from using family planning methods. 
Table 4.14 reflects the respondents’ feedback.  
 
Table 4.14:  Medical reasons restricting family planning use 
Medical reasons 
present 
Number of respondents 
(n=235) 
Percentage (%) 
Yes 18 7.7 
No 217 92.3 
Total 235 100.0 
 
In Table 4.14, almost all the respondents (92.3%) indicated no medical reasons 
restricted them from using family planning methods, while 7.7% indicated they had 
medical reasons that restricted them from using family planning methods.  
 
Information about possible side effects of family planning is crucial to be shared with 
the women before they commence use (Department of Health, 2012:15). Several 
reasons were given by 7.7% of respondents in this study for not using family 
planning methods, including a fear of side effects of contraceptives and religious or 




Figure 4.7 reflects the specific medical reasons restricting family planning use by the 
respondents. These include vaginal bleeding, high blood pressure (BP), being 
sterilised, taking unmentioned treatments, and being HIV positive. 
 
Figure 4.7: Medical reasons restricting family planning use 
 
In Figure 4.7, most respondents (44%) did not specify their medical reason 
restricting family planning use. Vaginal bleeding was the main medical reason 
specified, accounting for 27.8% of the respondents. Moreover, 11.1% of the 
respondents stated high BP as their medical reason restricting family planning use. 
Sterilisation, being HIV positive and taking unmentioned treatment had the same 
number of respondents (5.6%) stating these as their medical reasons restricting 
family planning use. 
 
Among those respondents who reported reasons restricting them from using family 
planning methods (7.7%), vaginal bleeding was the main reason, which can be one 
of the side effects of some contraceptives. In a study by Ochako et al. (2015:5), 
many women mentioned side effects such as weight changes, bleeding, lack of 
sexual desire, headaches and BP issues. It may be explained that when women are 
adequately informed about the possible side effects of family planning, they are 
better prepared when they begin to use them and are not caught off guard when 
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clients sometimes feel like the method is not suitable for them and instead of 
returning to the provider, they discontinue its use (Ochako et al., 2015:5). Of the 
respondents, 5.6% mentioned being HIV positive as a medical reason restricting 
family planning use. Recent research suggests that HIV transmission and acquisition 
may increase with the use of some forms of hormonal family planning methods 
(Haddad et al., 2015:20). In a recent study of serodiscordant couples, it was found 
that women who used injectable hormonal (progestogen) family planning methods, 
such as depot medroxy-progesterone acetate (DMPA), were twice as likely to 
acquire HIV as those who used non-hormonal forms of birth control (Haddad et al., 
2015:21). 
 
4.10.2  Personal reasons for not choosing a family planning method 
 
The respondents were asked if there were any personal reasons why they would not 
choose a family planning method; this was asked in question 21 of the self-report 
questionnaire. Figure 4.8 indicates whether there were personal reasons preventing 
any of the respondents from using family planning methods.  
 
 






In Figure 4.8, most respondents (90.2%) admitted to having no personal reasons 
why they would not use a family planning method, while 9.8% indicated they had 
personal reasons why they would not use a family planning method.  
 
In a study by Potgieter et al. (2018:176) it was found that many of the respondents 
were of the opinion that social and personal factors influence their choice of 
postpartum family planning method. While women’s partners’ opinion, family 
responsibility and financial factors increase fear surrounding family planning, the 
negative opinions of the general public, family, friends and the media towards family 
planning contributes towards the women’s fear and confusion surrounding family 
planning choice. 
 
A variety of reasons were mentioned by the few respondents who had personal 
reasons why they would not choose a family planning method, and these are 
specified in Table 4.15. 
 







Reason not stated. 3 13.0 
As a Christian, I believe one should wait until 
they get married to start making babies. 
1 4.3 
Because of the abnormal pain at my back. 1 4.3 
Family planning makes people fat. 1 4.3 
I am afraid of injections and I forget to take pills 
when I am out partying. 
1 4.3 
I am now old. 1 4.3 









I had past issues and couldn’t get help from the 
clinic, I ended up having to consult a private 
gynae and it cost so much to get help. 
1 4.3 
I hate taking drugs in my system. 1 4.3 
I still want more children. 1 4.3 
I want to have more children to carry my name 
and my legacy should I die. 
1 4.3 
I'm afraid I am going to gain weight if I use 
contraceptives. 
1 4.3 
I'm taking HIV treatment and I don’t want to risk 
taking family planning. 
1 4.3 
It depends on the side effects of the individual 
method. 
1 4.3 
It helps us in bad times and not to overpopulate 
our country in terms of work and finance. 
1 4.3 
It makes me fat and makes me eat a lot. 1 4.3 
I and my partner want a baby boy and we have 
girls only. 
1 4.3 
My church does not allow girls and women to 
use contraceptives. 
1 4.3 
My husband doesn’t want it. 1 4.3 
My partner says I am too wet. 1 4.3 
Religious background. 1 4.3 




In Table 4.15, 13% of the respondents did not specify their personal reasons for not 
using a family planning method, while all the other personal reasons had only 4.3% 
of respondents stating them as personal reason for not using family planning 
methods. 
 
A variety of personal reasons were stated and none was dominant. Some 
respondents mentioned their partners do not approve of postpartum family planning 
use. In a study by Moore et al. (2015:36), the top reasons presented by participants 
were breastfeeding, fear of side effects/health concerns, postpartum amenorrhoea, 
not having sexual intercourse, infrequent sexual intercourse, and husband/partner 
being opposed. How one’s partner feels about family planning is one determinant of 
whether a woman would use family planning in the postpartum period (Apanga & 
Adams, 2015:4). Since men hold the position of power in most African homes, 
women would not want to antagonise their partners or do anything that would 
jeopardise the security of their marriages or relationships. However, female 
empowerment has resulted in women becoming more proactive and taking decisions 
that will be beneficial to them and their families, even if their partners do not 
necessarily approve (Tran et al., 2018:68). When women feel in control of their 
bodies and are allowed to make important decisions regarding it, they are more likely 
to choose options that would be most beneficial to them and, in the long run, their 
families. However, some studies have demonstrated that women’s autonomy over 
their reproductive health can cause tension in some families, both for their husbands 
and the extended family members (Sunnu & Adatara, 2016:2). 
 
4.10.3  External factors influencing choice of family planning method 
 
The respondents were asked if there were any external factors like 
finances/receiving grants that influence their choice of family planning method. This 
was asked in question 23 of the self-report questionnaire. Table 4.16 reflects 
respondents’ feedback on this question. 
 





Number of respondents 
(n=235) 
Percentage (%) 
Yes 10 4.3 
No 225 95.7 
Total 235 100.0 
 
In Table 4.16, the majority of the respondents (95.7%) indicated they had no external 
factors influencing their choice of postpartum family planning method, while 4.3% of 
the respondents indicated they had external factors influencing their choice of 
postpartum family planning method. 
 
The South African government provides a child support grant for every child born to 
unemployed mothers in an effort to eradicate poverty. This child support grant can 
be some form of motivation for the beneficiaries to have more children. Several 
health committee members in Chiapas, Mexico, stated that a government 
programme that provides low-income families with funds for every child might 
incentivise some to have more children (Dansereau et al., 2016:4). However, it is a 
positive response that 95.7% of the respondents indicated they had no external 
factors like finances that influence their choice of postpartum family planning 
method. A variety of reasons were stated by the few respondents who had external 






Figure 4.9:  External factors influencing choice of family planning method 
 
Evidently, 50% of the respondents did not specify the external factors influencing 
their choice of family planning method. All the other external factors were each 
mentioned by 10% of respondents. 
 
Only half of those who admitted to having external factors (4.3%) stated what exactly 
those factors were. Some women mentioned financial problems and unsupportive 
boyfriends as the factors influencing their choice of family planning method. This 
finding is consistent with that of a study by Tran et al. (2018:68), where the cost of 
some family planning methods constituted a major barrier as some women started a 
short-term family planning method but had to discontinue its use because they could 
no longer afford it. Healthcare providers also agreed that implants were relatively 
more costly than short-term family planning methods, and women who could not 
afford them tended not to use any and to wait for the national family planning week 
or other campaigns when methods and services would be offered free of charge 
(Tran et al., 2018:68). It has also been determined that women who receive financial 
support tend to feel economically empowered and are more confident to acquire 
family planning methods (James et al., 2018:245). 
 





































In questions 18 and 22 of the self-report questionnaire, respondents’ personal 
perspective of postpartum family planning was discussed in terms of family planning 
use being a good idea, and whether respondents believe in prolonged abstinence. 
Respondents’ personal perspectives of postpartum family planning are presented 
next. 
 
4.11.1  Family planning use a good idea 
 
The respondents were asked if it was a good idea to use family planning. This was 
asked in question 18 of the self-report questionnaire. Table 4.17 reflects their 
responses. 
 
Table 4.17:  Personal perspective of postpartum family planning 
Family planning use 




True 227 96.6 
False 8 3.4 
Total 235 100.0 
In Table 4.17, 96.6% of the respondents thought it was a good idea to use family 
planning, while 3.4% of the respondents thought it was not a good idea to use family 
planning. 
 
Despite some of the reasons mentioned above, almost all the respondents (96.6%) 
thought it was a good idea to use family planning. The most relevant explanation for 
almost all respondents thinking family planning use is a good idea was because the 
majority of the respondents were not planning to become pregnant, as noted in the 
results above, therefore illustrating the importance of family planning. 
 
4.11.2  Believe in prolonged abstinence 
 
The respondents were asked if they believe in prolonged abstinence as a family 
planning method in question 22 of the self-report questionnaire. Table 4.18 reflects 
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whether the respondents believed in prolonged abstinence as postpartum family 
planning method.  
 
Table 4.18:  Believe in prolonged abstinence 





Yes 68 28.9 
No 85 36.2 
Not sure 82 34.9 
Total 235 100.0 
 
In Table 4.18, most respondents (36.2%) did not believe in prolonged abstinence as 
a family planning method, 34.9% were not sure if prolonged abstinence can be used 
as a family planning method, and 28.9% of the respondents believed in prolonged 
abstinence as a family planning method. 
 
The Department of Health (2012:56) regards abstinence as the most effective way to 
prevent conception, yet 34.9% of the respondents were not sure if prolonged 
abstinence can be used as a family planning method. This shows improper 
dissemination of information or ignorance by the respondents. Although this method 
tends to be unreliable, studies have revealed that in most west African countries, 
births are spaced through prolonged postpartum abstinence (Sunnu & Adatara, 
2016:2). However, husbands and wives face difficulties in maintaining prolonged 
abstinence, especially when the marriage is monogamous (Sunnu & Adatara, 
2016:2). In this study, partner involvement (p=0.822) was not statistically significant 
in the maintenance of prolonged abstinence. 
 
4.12  CONCLUSION 
 
In this chapter, the results and discussion of the results were presented. The 
discussion included a descriptive analysis, tables and figures. Justifications, 
limitations and recommendations based on the research findings are discussed in 




JUSTIFICATIONS, LIMITATIONS AND RECOMMENDATIONS 
 
5.1  INTRODUCTION 
 
In Chapter 4, the findings of the study were presented and discussed in detail. In this 
chapter, the researcher provides an overview of the study, conclusions, limitations 
and recommendations. These justifications, limitations and recommendations are 
based on the significant findings, and the recommendations will enable further 
studies and help with the development of national policies with regards to 
postpartum family planning.  
 
The purpose of the study was to identify the factors influencing a woman’s choice of 
postpartum family planning method in MOUs in Gauteng. Based on these findings, 
recommendations were developed for nurses to facilitate appropriate interventions 
for postpartum woman regarding their choices of postpartum family planning.  
 
The objectives of the study were: 
 
• To identify the factors influencing women’s failure to comply with postpartum 
family planning method available. 
• To make recommendations for the nurses to facilitate appropriate interventions for 
postpartum women regarding their choices of postpartum family planning. 
 
The study wished to answer the following research question:  
 
• What are the factors influencing women’s failure to comply with postpartum family 
planning method available in MOUs in Gauteng?  
 
5.2  RESEARCH DESIGN AND METHODS 
 
In this study, the researcher used a quantitative, non-experimental, descriptive and 
contextual research design to identify the factors influencing women’s failure to 
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comply with postpartum family planning method available in MOUs in a district in 
Gauteng. A self-report questionnaire was used to obtain data from the respondents. 
A qualified statistician from the University of Johannesburg analysed the data using 
the IBM SPSS version 25 software program. 
 
5.3  JUSTIFICATIONS 
 
A total of 235 self-report questionnaires were completed by postpartum women in 
three MOUs in a district in Gauteng, and the data were analysed. The findings are 
summarised and outlined below. 
 
5.3.1  The prevalence of postpartum family planning in a district in Gauteng 
 
According to the results obtained from this study, the prevalence of postpartum 
contraception in a district in Gauteng was optimal. Out of 235 respondents who 
completed the self-report questionnaire, 82.1% used some form of postpartum family 
planning. Injectables were the most widely used family planning method (43.0%), 
followed by oral contraceptive pills (17.8%). This may be due to injectables being 
most readily available in current practice compared to the other family planning 
methods. Very few women used condoms and the Implant-On. 
 
5.3.2  Factors influencing postpartum family planning uptake 
 
Demographic variables such as age, number of alive children, marital status, and 
residential area were not significantly associated with postpartum family planning 
uptake. Of the respondents, 54.5% were not planning to fall pregnant after giving 
birth, which encouraged them to use family planning methods postpartum. There 
was also a relationship between child spacing and the number of alive children, 
which shows motivation for postpartum family planning use to not add more children 
to the family.  
 
Awareness of family planning was not associated with postpartum family planning 
uptake. Of the respondents, 7% used Implant-On, while 17.4% were not using any 
kind of family planning method. This speaks to the availability of Implant-On trained 
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healthcare workers and dissemination of information which can cause women not to 
use family planning methods because they are not informed. The majority of 
respondents (96.2%) were generally informed about family planning. In most cases, 
this information was obtained from more than one source, with the midwives being 
cited as the main source (85.6%) followed by pamphlets. This finding indicates that 
the nurses give information before the administration of family planning method, as a 
requirement by the Department of Health. Most respondents (55.3%) received 
adequate information about family planning methods that could be employed 
postpartum. Yet, it was also determined that even though the nurses give information 
on postpartum family planning, it is insufficient to make an informed decision. The 
majority of respondents recommended appointing more clinic staff to reduce waiting 
times and thus improve postpartum family planning uptake. 
 
Accessibility of family planning services was observed to have some relation with 
postpartum family planning uptake. Of the respondents, 96.6% indicated that family 
planning is free for them as the South African government offers family planning 
services free of charge, while 3.4% of the respondents indicated that family planning 
is not free for them. This finding may be explained by the long waiting times at the 
clinics causing some women to seek these services privately where there are fees 
involved. For most respondents, using family planning, the location of family planning 
services, and the cost of family planning methods were shown to play roles in 
postpartum family planning uptake. Since we are cultured human beings, our religion 
and traditional beliefs influence our decision-making. In this study, religion and 
traditional beliefs did not have a major influence on postpartum family planning 
uptake as the majority of respondents indicated their religion and traditional beliefs 
allow family planning use. 
 
Partner involvement was not significantly associated with postpartum family planning 
uptake in all other methods except for the Implant-On. This may be because the 
Implant-On is not widely used, therefore those who use it, involve their partners in 
decision-making. The odds for postpartum family planning uptake were low among 
women who had no communication with their partners about family planning, 
compared to women who had communicated with their partners. This finding may be 
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because a family is made by two people and it is therefore only fair to involve the 
other partner in planning the family. 
 
The quality of family planning services was also related to postpartum family 
planning uptake. Busy clinics and the attitude of nurses were vital to the quality of 
services clients expected at clinics in order to use the services, as these were 
indicated to be major barriers to family planning by most respondents. This also 
accounts for the majority of the respondents recommending more clinic staff to 
reduce waiting times. It also indicates that women are receiving substandard family 
planning services from the clinics, which requires urgent intervention.  
 
5.4  LIMITATIONS 
 
Only one major limitation was experienced in this study that could be addressed in 
further research. 
 
• The study was conducted in only three MOUs within a district in Gauteng with a 
relatively a small sample size. This makes it difficult to generalise the findings to 
other districts and provinces in South Africa. 
 
5.5  RECOMMENDATIONS 
 
Based on the findings of this study, the following recommendations are hereby 
proposed to improve family planning uptake among postpartum women. 
 
5.5.1  Recommendations for the Department of Health 
 
• The Department of Health should consider collaborating with non-governmental 
organisations to intensify education provided by midwives to women in a district in 
Gauteng on postpartum family planning. This effort is vital as women seem 
inadequately informed about family planning methods simply because midwives 
are their main source of information and too few midwives are currently employed 
by the Department of Health. When this is done, it may ensure that women 
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become more aware of their fertility and hence make appropriate decisions 
regarding pregnancy and future family sizes. 
• A regular supply of family planning methods is recommended to ensure 
compliance with family planning. This may also assist women in choosing their 
preferred method from the start, rather than having to use what is available at the 
time. 
• It is recommended that training programmes are organised for service providers 
with regular evaluation sessions on the insertion and removal of the Implant-On. 
Many women prefer this type of family planning method but there are few skilled 
service providers available to perform the procedure. 
• It is recommended that midwives get in-service training on all family planning 
methods. Insufficient knowledge of all family planning methods may be the reason 
they only promote one or two types.  
• It is recommended that hospitals be supplied with more family planning methods 
for the mothers to choose from the start, as some mothers end up not being 
initiated on any family planning method due to their preferred method being 
unavailable.  
• It is recommended that the clinic sister working with family planning every day 
come to the hospital each day for a one-hour session on family planning for all 
those who need it. This can promote the immediate initiation of preferred 
postpartum family planning methods before discharge from the hospital. 
 
5.5.2  Recommendations for healthcare workers 
 
• It is recommended that women who deliver at health facilities, as a rule, should be 
educated and offered a family planning method post-delivery by midwives and/or 
at postnatal clinics. 
• It is recommended that information about side effects of all family planning 
methods be provided and clients are encouraged to return to providers to discuss 
the way forward in case they need to opt-out of a certain method. 
• It is recommended that incentives and award systems be instituted by facilities to 
encourage staff to provide good quality service to clients. 
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• It is also recommended that midwives keep themselves updated with knowledge 
on family planning not to compromise patient care due to insufficient knowledge. 
5.5.3  Recommendations for future nursing research 
 
• It is recommended that future research should be conducted using qualitative 
methods to ascertain the reasons behind inadequate postpartum family planning 
uptake. 
• It is recommended that studies be conducted to determine whether the integration 
of family planning into other services can improve the uptake of family planning. 
• It is recommended that future studies be conducted using a larger sample size in 
a wider area with more MOUs in the district in Gauteng. 
 
5.6  CONCLUSION 
 
The findings of this study indicate that most factors included in the self-report 
questionnaire did not influence the women’s choice of postpartum family planning 
method, except for the accessibility of family planning services. It is, however, 
difficult to conclude that this is the case for a larger population and different 
community settings. Nevertheless, it is important to ensure that family planning 
services are readily and easily accessible in all MOUs, clinics and hospitals. The 
South African government offers family planning services free of charge to all its 
residents, yet the government is unable to keep up with the demand as the number 
of non-South African citizens increase. However, it is the Department of Health’s 
responsibility to ensure the continuous supply of all family planning methods against 
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DEPARTMENT OF NURSING SCIENCES 






My name is Gabisile Pretty Zwane. I WOULD LIKE TO INVITE YOU TO PARTICIPATE in a research 
study on FACTORS INFLUENCING WOMEN’S CHOICE OF POSTPARTUM FAMILY PLANNING METHOD 
IN MIDWIFE OBSTETRIC UNITS IN GAUTENG. 
 
Before you decide on whether to participate, I would like to explain to you why the research is being 
done and what it will involve for you. I will go through the information letter with you and answer 
any questions you have. This should take about 10 to 20 minutes. The study is part of a research 
project being completed as a requirement for a Master’s Degree in Nursing Sciences through the 
University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to determine the factors influencing woman regarding their 
postpartum choice of family planning method. 
 
Below, I have compiled a set of questions and answers that I believe will assist you in understanding 
the relevant details of participation in this research study. Please read through these. If you have any 
further questions I will be happy to answer them for you. 
 
DO I HAVE TO TAKE PART? No, you don’t have to. It is up to you to decide to participate in the 
study.I will describe the study and go through this information sheet. If you agree to take part, I will 
then ask you to sign a consent form.  
 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? You will be asked to 
complete the questionnaire answering the questions by choosing one of the relevant answers. It 
should not take you longer than about 20 minutes to complete the questionnaire.  
 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you decide to participate, you 
are free to withdraw your consent at any time without giving a reason and without any 
consequences. If you wish to withdraw your consent, please inform me as soon as possible. However 
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once the questionnaire has been submitted, the questionnaire cannot be withdrawn because it is 
anonymous. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR PAYMENT DUE TO ME: 
You will not be paid to participate in this study and you will not bear any expenses. 
 
RISKS INVOLVED IN PARTICIPATION: There are no anticipated risks involved in participating in this 
study.  
 
BENEFITS INVOLVED IN PARTICIPATION: There is no direct benefit for you. 
 
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? Yes. No names on the 
questionnaire/data sheet will be required. All data and back-ups thereof will be kept in password 
protected folders and/or locked away as applicable. Only I or my research supervisor will be 
authorised to use and/or disclose your anonymised information in connection with this research 
study. Any other person wishing to work with your anonymised information as part of the research 
process (e.g. an independent data coder) will be required to sign a confidentiality agreement before 
being allowed to do so. 
 
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results will be written into a 
research report that will be assessed. In some cases, results may also be published in a scientific 
journal. In either case, you will not be identifiable in any documents, reports or publications. You will 
be given access to the study results if you would like to see them, by contacting me.  
 
WHO IS ORGANISING AND FUNDING THE STUDY? The study is being organised by me, under the 
guidance of my research supervisors at the Department of Nursing Science in the University of 
Johannesburg. This study has not received any funding. 
 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was allowed to start, it was 
reviewed in order to protect your interests. This review was done first by the Department of Nursing 
Science, and then secondly by the Faculty of Health Sciences Research Ethics Committee at the 
University of Johannesburg. In both cases, the study was approved. 
 
WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about this research study, 
its procedures or risks and benefits, you should ask me. You should contact me at any time if you 






You may also contact my research supervisor: 





If you feel that any questions or complaints regarding your participation in this study have not been 
dealt with adequately, you may contact the Chairperson of the Faculty of Health Sciences Research 
Ethics Committee at the University of Johannesburg: 
 
Prof. Christopher Stein 
Tel: 011 559-6564 
Email: cstein@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have more specific 
information about this research project information, have any questions, concerns or complaints 
about this research study, its procedures, risks and benefits, you should communicate with me using 













DEPARTMENT OF NURSING SCIENCE 
RESEARCH CONSENT FORM 
 
FACTORS INFLUENCING WOMEN’S CHOICE OF POSTPARTUM FAMILY PLANNING METHOD IN 
MOU’s IN GAUTENG 
 
Please initial each box below: 
 
 
      I confirm that I have read and understand the information letter dated April 2019 for the 
above study. I have had the opportunity to consider the information, ask questions and have had 
these answered satisfactorily. 
 
 
                   I understand that my participation is voluntary and that I am free to withdraw from this 
study at any time without giving any reason and without any consequences to me. 
 
 





_______________________  ___________________________________  ________________ 





_______________________  ___________________________________ ________________ 












DEPARTMENT OF NURSING SCIENCES 
RESEARCH STUDY QUESTIONNAIRE 
 
FACTORS INFLUENCING WOMEN’S CHOICE OF POSTPARTUM FAMILY 
PLANNING METHOD IN MIDWIFE OBSTETRIC UNITS IN GAUTENG 
 
Please tick (√) in the box next to the most relevant answer to you. Please choose 
only one (1) answer per question. 
1. What is your age group in full years? 
A 18-25  
B 26-35  
C ≥36  
 
2. How many alive children do you have including the current one? 
A 1-2  
B 3-4  
C >4  
 
3. Where do you live? 
A Tsakane  
B Duduza  
C KwaThema  





4. What is your current marital status? 
A Single  
B Married  
C Co-habiting  
 
5. How soon after delivery are you planning to fall pregnant again? 
A Within 6 months  
B 1-2 years  
C 3-5 years  
D Not at all  
 
6. Have you used any kind of family planning method before? 
A Yes  
B No  
 
7. If yes to the above question, which method have you used? 
A Oral   
B Injectable   
C Implant-On  
D Condom   
 
8. How likely you to use any of the above-mentioned family planning methods 
after discharge? 
A Very likely  
B Likely   
C Unlikely   




9. Have you received information from midwives on any of the following 
family planning methods (oral, injectable, Implant-On and condoms)? 
A Adequate information  
B Little information  
C None   
 
10. How did you get the information? 
A Verbal   
B Poster   
C Pamphlets   
 
11. Family planning is free for me. 
A True   
B False   
 
12. Where can I get family planning? 
A Local Clinic  
B Hospital  
 
13. How involved is your partner in your choice of family planning method? 
A Involved   
B Not involved  
C Some involvement  
 
14. How possible it is to get access to the different family planning methods? 
A Possible   
B Even chance  





15. Does your religion allow you to use family planning methods? 
A Yes   
B No   
 
16. Does your traditional belief allow medical family planning methods? 
A Yes   
B No   
 
17. Which of the following are your barriers to get to the clinic or hospital? 
A Transport  Major barrier Small barrier Not a barrier 
 
B Distance  Major barrier Small barrier Not a barrier 
C Taking care of children Major barrier Small barrier Not a barrier 
D Attitude of nurses Major barrier Small barrier Not a barrier 
E Busy clinics Major barrier Small barrier Not a barrier 
 
18. It is a good idea to use family planning. 
A True   
B False   
 
19. What can be done to improve your knowledge of choice of family planning 
methods in your opinion? 
A Training of midwives  
B Appoint more clinic staff to reduce waiting time  
C Change in nurse’s attitude  







20. Are there any medical reasons that restrict you from taking family 
planning? 
A Yes  
B No  
 




21. Are there any personal reasons why you would not choose a family 
planning method? 
A Yes  
B No  
 




22. Do you believe in prolonged abstinence as a family planning method? 
A Yes  
B No  
C Not sure  
 
23. Are there any external factors like e.g. finances/receiving grants that 
influence your choice of family planning method? 
A Yes  








Thank you for your participation!  
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Annexure C: Letter for permission 
 
 
DEPARTMENT OF NURSING SCIENCES 
LETTER FOR PERMISSION 
 
Dear Nursing Services Manager 
RE: PERMISSION TO CONDUCT RESEARCH ON FACTORS INFLUENCING 
WOMEN’S CHOICE OF POSTPARTUM FAMILY PLANNING METHOD 
I, Gabisile Pretty Zwane, is a MNSc student at the University of Johannesburg 
conducting a study on factors influencing women’s choice of postpartum family 
planning method. Ethical permission to conduct the research will be obtained from 
the University of Johannesburg Research Ethics Committee. 
The purpose of the study is to determine the factors influencing woman regarding 
their postpartum choice of family planning method. The study will be conducted by 
the use of questionnaires. Only 20 minutes will be needed from the 
participants/clients to answer the questionnaire. The research findings will be 
communicated through publishing.  




































Annexure I: Affidavit 
 
